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minds that the general subject of this con- 

vention is “The Achievements of the Cath- 
olic Hospital.’”’* This indicates that certain ground has 
been covered and that definite progress has been made. 
Especially is this true of the past score of years. Look- 
ing back in retrospect we find that at the time of its 
foundation, the Catholic Hospital Association was con- 
cerned chiefly with the problem of converting the old 
type of boarding house for the sick into an institution 
in which every man, woman, and child who entered 
would receive, as matter of institutional policy, the 
best known scientific care in diagnosis and treatment 
that advancing medical science had yet produced. In 
other words, the Catholic Hospital Association was 
concerned with the development of the scientific 
hospital. 

The simple program of hospital standardization 
adopted more than a decade ago has stood the test of 
time, and has been the foundation on which all of the 
superstructure, tending toward perfection in science 
and service, has been built. This program of standard- 
ization was simple in its demands for complete case 
records, adequate laboratory facilities, and some or- 
ganization of medical practice in the hospital. It had, 


M «= I begin this paper by recalling to our 


however, always clearly in mind the best methods of . 


approach to answer the purposes for which the hospital 
exists. 

The primary object of the hospital’s existence is the 
scientific care of the sick and injured who seek relief 
within its walls. It is a matter of fundamental principle 
in our Catholic hospitals to give this service from the 
heart and directed by the guiding hand of conscience. 
A brief review of the progress of the movement of hos- 
pital standardization tells how unusually well our be- 
loved religious orders have not only succeeded, but 
have held to the fore, in the steady advancement that 
has come with the march of time. 

Among the secondary objects necessarily bound up 
with a hospital’s existence, one recognizes the unusual 
services rendered to the community in the fields of 
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seeking out causes, and preventive measures of disease, 
as well as special phases of public health service. The 
function of the hospital as a teaching center cannot 
be overestimated. Whether the institution be located 
in a busy metropolis and closely affiliated with one of 
our great universities, or whether it be a single unit 
located in some isolated community, the truly scientific 
hospital is, nevertheless, a center in which medical 
knowledge is evolved and from which it emanates for 
the benefit of humanity. Physicians on the staff of a 
hospital are constantly enlarging their fund of knowl- 
edge by clinical observations, reading, and experience, 
and this knowledge is necessarily passed on to the in- 
tern and nursing staff. 

With the establishment of fundamental principles, 
the march has ever been on toward perfection. From 
the general hospital with its general staff, there evolved 
in those localities where circumstances permitted and 
the exigencies of the times demanded, the general hos- 
pital with specialized departments and a specialized 
staff. This advancement had place primarily in the 
university teaching centers, and as time has gone on, 
one finds it where conditions are particularly favorable, 
even outside of the teaching centers. The most recent 
development in this trend toward specialized service 
and perfection has been the development of the spe- 
cialized hospital. 


The Specialized Hospital 


The first specialized hospitals to make their appear- 
ance in this country were the outcome of practical ne- 
cessity. There were certain problems that had to be met 
in the care of the sick, and these problems could not 
be well taken care of in the general hospital. Such 
problems were the care of the mental, the tuberculous, 
and the ordinary contagious diseases. In many in- 
stances provision for the care of such cases devolved 
upon the state; hence the earliest of specialized insti- 
tutions in our country were the state hospitals for the 
mentally afflicted, sanatoria for tuberculous patients, 
and hospitals for the acutely contagious diseases. 
These hospitals, serving as they do illnesses that can- 
not ordinarily be cared for in the general hospital, are 
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in no sense in competition with them. Rather do they 
care for a burden which the general hospital cannot 
meet, and which it is more than happy not to be called 
upon to carry. These institutions serve a very definite 
purpose in the community because they isolate and 
give treatment to certain pathological conditions 
which, from a public health standpoint, would lead to 
most unfortunate epidemics or would in most cases 
constitute a public menace. 

From the very nature of society it is easy to under- 
stand that, as the result of a demand, private institu- 
tions for the care of these conditions sprang up in va- 
rious places. The cost of operating such specialized 
hospitals is necessarily high. The patients require close 
supervision. The attending staff must be specially 
trained and the ordinary intern and undergraduate 
student nurse have no regular service in such an in- 
stitution. Everything is on a graduate basis, and, there- 
fore, the cost is high. From the educational standpoint 
these hospitals may perform a special service. If the 
organization of the hospital is so constituted, and so 
desired, graduate courses of instruction for the physi- 
cian and for the nurse may be offered. Such courses 
are thoroughly graduate in nature and offer a supple- 
mentary rather than a complementary course in train- 
ing to the physician and to the nurse. Medical schools, 
then, can use these hospitals as teaching centers only 
in a very limited way. Schools for nursing education 
can use them chiefly for separate graduate courses, but 
in most cases they cannot be used for affiliated courses 
of an undergraduate school. The field is limited, and 
the number of nurses who wish to take service in these 
fields is still more limited. 

Now we come to a more interesting phase in the 
development of the specialized hospital. Certain of the 
specialized fields in medicine offer possibilities for per- 
fection in service that cannot best be attained in the 
general hospital. Obstetrics, pediatrics, orthopedics, 
opthalmology, and otolaryngology are examples of 
such specialties. The foundation of hospitals catering 
to these special fields of endeavor had its inception 
not so many years ago. These institutions present sev- 
eral unusual problems. 


Problem of Organization 

First — Organization: A hospital limiting itself to 
one special field must strive in every way to attain 
perfection in the care of its specialty. This means spe- 
cial attention to architecture and the very latest in 
modern equipment. Since the institution is so highly 
specialized, its territorial field must extend far beyond 
the limits of its neighbor general hospitals. The type 
of patients seeking care in such hospitals will present 
not only the usual, but often the most unusual phases 
of disease processes. Such a wealth of material pre- 
supposes, therefore, not only the best in therapeutic 
measures, but also that the proper machinery be at 
hand for investigation and research. It is in such spe- 
cialized institutions that new observations, discoveries, 
and treatments ordinarily have their birth. 
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The Attending Staff 

Second — The Attending Staff: While the special de- 
partment of a general hospital may offer facilities for 
the specialist and the general practitioner, the special- 
ized institution, from its very nature, demands a staff 
of highly trained specialists — specialists, of course, in 
the particular field of the hospital’s endeavor. There 
should be, too, a consulting group for the various asso- 
ciated conditions that may exist. This staff should 
possess the ability not only to practice medicine, but 
also to teach, and, at least, direct original investiga- 
tion. The younger generation in medicine must have 
the torch of knowledge passed on to it, and when it 
comes to the special fields, it is only after a successful 
internship and sometimes after experience in general 
practice, that the medical student is ready to absorb 
and appreciate the training offered him. Hence the 
resident staff of these specialized institutions is made 
up of graduates who have had varied experience and 
know the goal of their endeavor. It is desirable, of 
course, when the opportunity is at hand and circum- 
stances permit, to give the undergraduate medical 
student the benefit of these specialized institutions. 


The Nursing Personnel 

Third— The Nursing Personnel: The directress of 
nursing in the specialized hospital should be a com- 
petent graduate nurse who has had special training in 
her field of endeavor and also some education in 
pedagogy. It would seem from the requirements de- 
manded that she be necessarily a college woman of 
varying attainments. Concerning the personal qualifi- 
cations demanded, I say nothing because they do not 
differ in the least from those demanded in the usual 
school of nursing. The supervising staff of graduate 
nurses should reflect the qualifications found in the 
directress of nursing. From the standpoint of nursing 
education, two possibilities present themselves in the 
specialized hospital. First, a graduate course for the 
special training of graduate nurses. The possibilities 
of this course are unlimited, and should be guided only 
by the caliber of the institution. Second, the affiliate 
course for the undergraduate nurse receiving her edu- 
cation in some general hospital. The possibilities of this 
field will be guided by the nature of the institution, 
and the demands made upon it by general hospitals 
for such affiliation. 

We can summarize, then, by saying that the primary 
function of the specialized hospital is to give in every 
way the best possible service known to science for the 
diagnosis and treatment of the conditions at hand. The 
secondary functions of the specialized hospital are 
found first in the services which it renders to the com- 
munity and to humanity as a research center, study- 
ing causes, newer treatments, and prevention of dis- 
eases, and second, in its teaching function of giving 
special training to physicians and nurses. 

Lewis Maternity Hospital 

I cannot let this occasion go by without saying a 

word about the one great specialized Catholic hospital 
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that has recently come into existence in the great arch- 
diocese which I represent. This institution, the Lewis 
Memorial. Maternity Hospital, founded through the 
generosity of Mr. F. J. Lewis, K.S.G., is unique in 
character and is the practical answer offered by His 
Eminence, George Cardinal Mundelein, Archbishop of 
Chicago, to the family problem. 

One of the strong points in the arguments advanced 
by the proponents of birth control is that based on 
economic reasons. Nor can we gainsay that in the past 
the cost of babies has been abnormally high. We in 
Chicago have developed a plan which will substitute 
for the mortgaged baby, the installment-plan baby. 
At the Lewis Memorial Maternity Hospital, a flat rate 
of $50 is charged. This includes prenatal care, ten days 
of hospital confinement, including the services of com- 
petent obstetricians, and postnatal care. The entire 
sum is paid in installments at the time of visits to 
the prenatal clinic, so that when the mother is ready 
for confinement the entire cost of the baby is paid. 
This service is available only to Catholic parents of 
very moderate means. Those whose economic status 
permits their paying the usual hospital and doctor’s 
fees are not admitted to this institution, hence, no 
hardship is inflicted on doctors or other hospitals. 

There is no problem more important in the field of 
Catholic medicine than that of obstetrics. It is our 
desire in developing Lewis Memorial Hospital, not 
only to build up an institution in which the practice 
of obstetrics may be developed to the highest possible 
scientific point, but to offer to physicians and nurses 
a center where they may receive the best of obstetri- 
cal training based on proper Catholic moral principles. 
As the first step in this endeavor, this maternity hos- 
pital has been made a part of the medical educational 
system of Loyola University School of Medicine, the 
Catholic medical school in the Archdiocese of Chicago. 
All nominations for the attending staff come from the 
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university, and the consulting staff is composed of its 
department heads. The resident staff is divided into 
two groups. The first, the assistant resident group, is 
made up of doctors who have served at least one year 
of successful internship in one of our Catholic general 
hospitals. The resident group proper is chosen from 
this number after they have had special training and 
acquired advanced knowledge in obstetrics. It is our 
desire and intention to organize the work of these 
groups, so that they shall constitute regular graduate 
courses in the school of medicine. 

Concerning the possibilities in nursing education, 
we have two plans in mind. The first is the establish- 
ment of graduate courses for the nurse who desires 
special training in the field of obstetrics. This, too, 
will be a part of the educational system of the Univer- 
sity. Our second plan concerns the undergraduate 
nurse and our ability to answer the demand of the 
general hospital school of nursing for affiliation in this 
special service. 

Catholic physicians and nurses desiring to specialize 
in obstetrics are for the most part forced by necessity 
to seek their training in institutions conducted under 
other than Catholic auspices. Here they are taught 
principles in direct variance with Catholic ethics. May 
I take the liberty in closing this paper to recommend 
this most important problem to the consideration of 
the Catholic Hospital Association. We are living in an 
age of modern pagan thought which is fast de-Chris- 
tianizing civilization. The Catholic Church is the one 
institution in the world today on whose eternal princi- 
ples of morality the future stability of the race and 
nation depends. Our Catholic doctors and nurses must 
be missionaries in their elected vocations, and our 
Catholic hospitals, where the care of the sick is a mat- 
ter of conscience and Christian charity, must continue 
their excellent march of progress, holding aloft to the 
world the standards of eternal truth. 





E. H. Lewinsky-Corwin, Ph. D. 


raphy.* I wonder, if I mentioned the names of 

such places as Tachkent, Timbuctoo, Irkutsk, 
Bhutan, or Elbasan, how many people in this gather- 
ing would have a clear conception where these cities 
are. If on the other hand, instead of merely giving the 
names of these points on the globe, I referred to them 
in terms of country, parts of the world, geographical 
longitude and latitude, you would have a better under- 
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standing of where these places are. For purposes of 
navigation, and now also aéronautics, precise designa- 
tions are of practical necessity. A mariner and an 
aviator must have precise instruments to determine 
position; without this ability of orienting themselves 
at any particular moment, they would be unable to 
carry on their occupations. 


Accuracy Necessary 


Without much further introduction let me submit 
that the situation in medical practice is similar to the 
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one just described. It is true that just like the mariner, 
who has no scientific equipment, but is guided by ex- 
perience and the position of stars, a physician may 
likewise bring his patients to a safe destination on the 
basis of his empirical knowledge and the help of 
Providence. But we are speaking now of scientific or- 
ganization, and one of the important matters in scien- 
tific organization is orientation. Orientation in medical 
practice must be expressed in terms similar to longi- 
tude and latitude in geography or navigation. The two 
ordinates in the measurement of location are the ana- 
tomical site of the patient’s complaint and the etiolog- 
ical factor. The standard nomenclature of disease, of 
which I will speak in a moment, is based on these two 
essential principles of orientation. 

Before I proceed, however, to illustrate the origin 
of the standard nomenclature and structure of disease, 
let me dwell briefly on the importance of such a stand- 
ard. In the first place, it is of obvious importance that 
physicians should understand precisely what the terms 
they use signify and imply. Without such a clear con- 
ception, grievous errors may occur. Furthermore, with- 
out a clear-cut definition of terms, it is impossible to 
teach medicine or any other science, and to inculcate 
in the minds of students and others definite cencep- 
tions of the disease entities with which medical science 
deals. 

For purposes of illustration let me take the term 
“arthritis.” This term suffers from a considerable num- 
ber of synonyms and qualifying adjectives used in con- 
nection with it. This variation in usage is not limited 
to geographical regions or national boundaries. You 
may. find an arthritic tower of Babel in each particular 
community. It may be called “rheumatoid arthritis” 
in one place, “infectious arthritis” in another, “hyper- 
trophic arthritis” in still another, and a variety of 
other terms elsewhere. In one city, “hypertrophic ar- 
thritis” means one type of disease, in another city it 
means something quite different. Rheumatoid arthritis 
and infectious arthritis may be used as synonyms in 
one hospital, while in another hospital of the same 
city, infectious arthritis is used in a generic sense, to 
apply to several varieties of arthritis, of which rheuma- 
toid arthritis is but one of the subdivisions. While in- 
fectious arthritis implies etiology, hypertrophic arthri- 
tis indicates the type of manifestation of the disease, 
and rheumatoid arthritis implies a relationship to 
“rheumatism” which in itself is a vague and unscien- 
tific term. 

Great Confusion 

It has long been evident that confusion in morbidity 
records exists throughout the United States because 
of the lack of a uniform standard terminology of dis- 
ease. Hospitals have been forced to devise their own 
nomenclatures of disease, or have borrowed the ter- 
minology of some other institution, and then have pro- 
ceeded to modify it beyond all recognition. It is safe 
to say that there are almost as many nomenclatures of 
disease in use throughout the United States as there 
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are hospitals, insurance companies, and public health 
organizations. The nomenclature employed by the 
medical department of the Army is unlike. that em- 
ployed by the medical department of the Navy. The 
important U. S. Public Health Service has its own 
nomenclature and the enormous Veterans Bureau has 
still another. 

All previous attempts to devise a standard nomen- 
clature have failed because the effort was made by one 
hospital or by the hospitals in one community. The 
nomenclature was designed to meet only local needs 
and was therefore not generally applicable to other in- 
stitutions without considerable modification. 

About three years ago the attention of the New York 
Academy of Medicine was focused upon this preblem 
by its Committee on Public Health Relations. It was 
pointed out at that time that the essential prerequisite 
which would guarantee the development of a generally 
acceptable standard nomenclature of disease is that 
the movement to create it be truly national in scope, 
and that every national medical organization of im- 
portance participate in the work. At the instigation of 
its Committee on Public Health Relations, the New 
York Academy of Medicine issued invitations to a 
conference in New York in which there participated 
all important medical societies, the medicak cepart- 
ments of the Army, of the Navy, of the U.S. Public 
Health Service, of the Veterans Hospitals, and of the 
Federal Bureau of the Census, as well as other na- 
tional organizations such as the American Public 
Health Association, the American Hospital Associa- 
tion, and the American Statistical Society. In this man- 
ner the National Conference on Nomenclature of Dis- 
ease was born. It represents 27 national societies com- 
prising medicine, surgery, and their various specialties, 
hospital administration, statistical science, and the 5 
federal bureaus dealing with medicine, public health, 
and vital statistics. An executive committee was in- 
trusted with the responsibility for developing the back- 
ground of a fundamental plan of classification. The 
detailed work in each special field of medicine and 
surgery has been carried out in collaboration with a 
committee of the national society representing a par- 
ticular specialty. Delegates from the 27 component or- 
ganizations met in New York once a year in order to 
review the progress of the work. At the last National 
Conference held on December 24, 1931, the completed 
work was unanimously approved and the printing of a 
preliminary trial edition was ordered. 


Standard Nomenclature in Use 

During the remainder of this year selected hospitals 
in various parts of the United States will substitute 
the standard nomenclature for the one which they have 
been using in order that by the end of the year every 
possible error and omission may have been discovered. 
On or before January 1, 1933, the authoritative edi- 
tion for permanent usage will be available. 

The work includes a complete detailed classified 
nomenclature of every known disease. It also includes 
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an abridged, simplified nomenclature for the use of 
small hospitals. A special hospital such as a neurolog- 
ical institute, or a cardiac or orthopedic hospital, may 
choose to use the detailed nomenclature for all other 
diseases which may happen to be admitted but in 
which the interest of the institution is less intense. 
At the end of the volume is a complete index of all 
current designations of diseases, whether scientific or 
unscientific, with reference numbers to the page on 
which the proper diagnosis is to be found. 
Principles Employed 

In developing this classified nomenclature, the fol- 
lowing orderly arrangement was adopted. The frame- 
work is subdivided into eleven main anatomical divi- 
sions so as to meet the need of the various specialties. 
This is the woof of the texture. Under each of the 
anatomical divisions or subdivisions there are eleven 
etiological categories. That’s the warp. When one is 
intertwined with the other, you have the complete 
cloth with different patterns. Every disease is, there- 
fore, designated anatomically and etiologically; every 
one has its distinct pattern according to the part of the 
body it affects and according to its cause or nature. 
There is no part of the body that disease may not 
strike, and these sites of disease can be grouped ac- 
cording to the organs or the systems in which they lie, 
such as diseases of the lung or, more generally, diseases 
of the respiratory system. To state merely where the 
disease strikes is not providing enough opportunity to 
describe it, to treat it, or to prevent it. A disease of the 
heart might be one of very many diseases. To this in- 
formation about the site of the disease we add under 
our scheme enough particulars to define it as an entity. 
Regardless of what organs they affect, diseases may be 
divided according to their cause or nature, such as in- 
fections, poisons, injuries, and so on. In our frame- 
work there are eleven such etiological groups. 

We may picture the lung in my left,.hand and the 
tubercle bacillus in.my right; one is an organ of the 
body, the other a pathogenic bacterium. Bring them 
together under proper circumstances and a disease re- 


sults: tuberculosis of the lung. Imagine the stomach . 


here, and alcohol there; bring them together (as some 
people will not refrain from doing) and under proper 
(or improper) circumstances, alcoholic poisoning of 
the stomach will result. We may call this alcoholic in- 
flammation of the stomach or alcoholic gastritis, but, in 
any case, the disease is defined in such a way that the 
cause and the sphere of action of that cause are clearly 
indicated. 

Just as one might follow a parallel of latitude, noting 
at what various longitudes it strikes cities or other im- 
portant points, so one may follow any structure or 
organ through the various possible causes of disease 
to see at what points diseases actually do occur. Here 
is lung and there are a hundred different kinds of in- 
fection. The lung is not affected by this, or that bac- 
terium, but there is one (pneumococcus) which will 
seize upon it to produce disease. There is another, the 
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tubercle bacillus, which is always lying in wait for it. 
There is a group of infections which may, if given a 
particularly good chance, produce an abscess in it. 
Thus in our classification we imitate nature, as it were, 
and produce disease by bringing together a morbid 
cause and a place for that cause to act. This might, 
therefore, be called the natural way of classifying 
diseases. 

For an etiological classification like this, it is not 
necessary that the cause be known in every instance. 
As well as the known causes previously mentioned, 
there are unknown causes of disease. The cause of 
cancer, for example, is unknown; the cancers form one 
group of the diseases of unknown cause, and in each 
case the organ or tissue affected by the cancer is stated 
in the diagnosis. There are many other diseases of un- 
known cause, such as gastric ulcer, for example. When 
we classify gastric ulcer, we mean “ulcer of the stomach 
of unknown cause.” 


Numerical Designations 

This system makes it possible to devise numerical 
designations for diseases, which is of great advantage 
for record-room filing and for the collection of infor- 
mation on morbidity. For example, the respiratory 
tract is the third main anatomical division in our list 
of eleven. The lung is No. 6 in the list of subdivisions 
of the respiratory tract—and 36 is, therefore, the 
numerical designation for lung. 

Prenatal influences is the first etiological category 
and is designated 0. Infections due to the lower forms 
of bacteria is the next etiological category and is des- 
ignated 1. Chronic infections is the second subdivision 
in infections. The bacillus tuberculosis is the third 
bacterium in the list of those which cause chronic in- 
fections — 123, therefore, means tuberculosis. Hence, 
tuberculosis of the lungs is designated numerically as 
36 — 123. Tuberculosis of any other part of the body 
will always have the same numerical designation, 123. 
Abscess will have the designation 1 x 2. In each case 
the digits which precede the — 123, or — 1 x 2 indicate 
the organ affected by the tuberculosis or abscess; 36 
— 123 tuberculosis of the lung, 71 — 123 tuberculosis 
of the kidney, 91 — 1 x 2 abscess of the meninges. The 
36 — 1 x 2 abscess of the lung, 71 — 1 x 2 is an abscess 
of the kidney, 91 — 1 x 2 abscess of the meninges. The 
attached numbers thus arrange the diseases in groups 
automatically ; and such groupings can be interpreted 
in either way — as diseases of the same organ, or dis- 
eases due to the same cause. 

A numerical system of this sort is soon easily learned 
by record-room clerks and gradually simplifies their 
work. It brings methodology and orderliness into the 
record rooms and makes the use of the collected data 
on disease readily available at all times. 

When you come to study the standard Nomenclature 
of Disease you will find it orderly and systematic. 
Every disease falls definitely into place without much 
dispute. There is no overlapping of ambiguous terms. 
Every diagnosis made by the clinician is immediately 
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recognizable as a complete diagnosis or an incomplete 
one. If a diagnosis mentions only the etiology, tuber- 
culosis, and fails to give the anatomical site, it is in- 
complete. If it gives only a portion of the proper 
etiological designation such as infection or abscess and 
does not specify the microérganism, it is incomplete. 
An incomplete diagnosis is not completely satisfactory 
if the records are to be useful in the collection of in- 
formation on morbidity and mortality. It is, however, 
not always possible to make a complete diagnosis and, 
therefore, incomplete diagnoses must also be classifi- 
able. When with the progress of medicine the cause of 
a presently unknown disease becomes determined, the 
numerical designation is automatically changed. 


Accurate Diagnosis Required 

Thus standard nomenclature of disease which has 
been prepared by the National Conference, shows au- 
tomatically, even to the record clerks, which diseases 
have and which do not have an established etiology, 
and cannot help but stimulate more accurate thinking 
among physicians employing it. It will eliminate a 
great deal of ambiguity and misunderstanding in all 
fields of medical work. It may wield an influence even 
upon the teaching of medicine and the writing of med- 
ical books. There has often been a tendency to obscure 
our lack of information by the use of long Latin de- 
scriptive terms which hide our ignorance, and lull us 
into a false sense of having made a diagnosis. The 
power of words is formidable, indeed. But a sharp dis- 
tinction will now exist between the completely known 
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diseases and those whose etiology is vague or unknown. 
This must eventually influence the habits of thought 
of physicians and encourage them to insist upon a com- 
plete and satisfactory diagnosis. 

Up to the present moment a number of the most im- 
portant national societies such as the Association of 
American Physicians, the American Medical Associa- 
tion, the American Surgical Society, the American So- 
ciety for Clinical Investigation, the American Heart 
Association, the American Dermatological Association, 
and a number of others have officially approved of the 
nomenclature at their meetings this spring. We antici- 
pate that all of the remaining national societies which 
are still to have their meetings later in the year will 
take the same action. If it be approved and adopted 
by all of them and by the American College of Sur- 
geons it will, no doubt, be considered desirable for all 
Grade A hospitals throughout the country. It is hoped 
that within the next year all important hospitals will 
find it possible to replace their present system of classi- 
fying diseases by the standard nomenclature of the 
National Conference. 


International Codéperation 

This work has more than national importance. At 
a meeting of the Committee on Statisticians of the 
Health Section of the League of Nations two years 
ago, it was decided to request all countries of the world 
to undertake a similar work. During the development 
of our project we have maintained contacts with the 
Royal College of Physicians of London and with the 


KEEN AT ST. MARY’S HOSPITAL, PHILADELPHIA, PA., 


ON WHICH WAS PERFORMED THE FIRST CASTRO. ENTEROSTOMY IN THIS COUNTRY 














September, 1932 


German organizations which are undertaking a similar 
piece of work. 

In addition to the action taken by the Health Sec- 
tion of the League of Nations, the International Hos- 
pital Association at its meeting in Vienna last year 
created an International Committee whose object 
should be to develop an internationally acceptable 
nomenclature of disease. Important representatives of 
various European countries in the Health Section of 
the League of Nations were appointed as members of 
this committee and the executive secretary of the 
National Conference was appointed chairman. In this 
manner it is hoped that the difficult project which we 
have now successfully completed will eventually have 
not only national but international] significance and 
will help to improve the accuracy of information upon 
disease throughout the world. 

I hope I have made it clear that the question of 


with a statement that everybody can understand, 

that everyone will admit.* An initial and obvious 
platitude, suggesting that the speaker doesn’t know 
any more than anybody else, invariably creates a feel- 
ing of friendliness and confidence among his audience. 
Seeking the truism with which, for the next fifteen 
minutes, I would fain “grapple you to my soul with 
hooks of steel,” I thought it would be a good idea to 
remark to you, casually, that man has an immortal 
soul. This is, to you, a truism. It is obvious. But have 
you never noticed that it is the obvious, necessary 
things that are the most easily forgotten? The man 
who keeps a rhinoceros in his bath would be imme- 
diately aware of the fact that the animal had slipped 
down the drain pipe. His collar button could go the 
same way without his realizing it in time to catch a 


[ is good technique to begin a paper of this kind 


train. Yet the relative importance, at least, in a bath- 


room, of rhinoceri and collar buttons is beyond dis- 
pute. In the intensely busy life of the hospital, it is 
possible that the obvious may sometimes be overlooked 
and that, in caring for the bodies of men and women, 
their souls may be, even for a moment, forgotten. That 
such a thing should happen, even for a moment, is 
regrettable. 

One of the duties of the hospital chaplain — the one, 
I think, which calls for the greatest tact—is to go 
around continually pointing out the obvious; and to 
be reminded of the obvious is irritating to the best of 
us. If the chaplain could exercise his “care of souls” 
without the codperation of the hospital personnel, he 
could “mind his own business” —a facile but useless 





*Read at the 17th annual convention, C.H.A., Villanova, Pa., June 21-24, 
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proper medical terminology is not merely academic; 
that the nomenclature proposed is sound scientifically 
and practically ; that although the system of numerals 
proposed is not essential to the plan, it is of great prac- 
tieal convenience, like the Dewey system of library 
designations; that after it has been tried out in the 
several hospitals the nomenclature will be published, 
with such modifications as trying it out will suggest, 
and will be available in printed form to all desiring 
to adopt it. It is our hope that it will be introduced 
not only in this country but abroad, and that at peri- 
odic international congresses it will be revised in ac- 
cordance with new medical discoveries, just as the in- 
ternational list of causes of death is being revised 
decennially. I hope that after due study of the national 
nomenclature, the Catholic Hospital Association may 
be in a position to give it its whole-hearted indorse- 
ment. 





formula for a quiet life — useless because, in a very 
true sense of the words, the chaplain’s business is 
everybody’s business. He must have codperation — 
constant, loyal, and supernaturally motivated. When, 
instead of codperation, there is friction, the fault may 
lie on one side or the other, or on both. The result of 
a difference of opinion may be victory to the one or 
the other, or, as is often the case, may amount to a 
“no decision.” But wherever the cause, whatever the 
outcome, of friction between the chaplain and the per- 
sonnel, the ultimate result is invariably the same: 
harm is done, done to immortal souls, souls redeemed 
by the Blood of Christ. Now, codperation is impossible 
without mutual understanding, and to explain the 
position, to fix as clearly as possible in your minds the 
status of the chaplain, so that, understanding, you may 
more efficiently codperate, is the purpose of this paper. 
Although, because of my own limitations, I may not 
succeed in this object, yet, in view of the importance 
of the issues involved, I believe that any honest effort 
is worth while. 


The Chaplain’s Jurisdiction 

In one sense, the chaplain’s business is everybody’s 
business. But the converse is not true. Everybody’s 
business is not necessarily his. He may, quite possibly, 
in dealing with an immortal soul, need the codperation 
of a laboratory technician, but he may not be required 
to reciprocate by doing blood counts. In other words, 
the chaplain has nothing to do with surgeons, or doc- 
tors, or technicians, or superintendents, or bookkeepers 
—but he has much to do with Christian men and 
women. In his presidential address at the fifth annual 
convention of this association, the Reverend Charles 
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B. Moulinier said: “A Sister’s hospital is a religious, 
ethical, scientific, and humanitarian institution in the 
fullest sense of these words.” Now, the chaplain, as 
chaplain, is not concerned with the scientific side of 
hospital work, but he is with the others — with all 
that pertains to religion, ethics, and the practice of 
that Christian charity that, with us, at least, is the 
only “humanitarianism” worth while. The pastor of a 
parish, though dependent for his material needs on his 
parishioners, though the Church, the school, and the 
rectory may have been built by them, is not appointed 
by his flock and is not responsible to them in the dis- 
charge of his duties. He is appointed by the bishop, 
and is responsible to him alone. The hospital chaplain 
is materially dependent on the institution, but he is 
not appointed by, or responsible to, the authorities of 
the hospital. He is appointed by, and responsible to, 
the ordinary of the diocese. And just as the pastor in 
his parish can be handicapped in his spiritual work 
by friction with his people, so can the chaplain by 
want of codperation from the hospital personnel. When 
this lack of codperation exists, it is, I am sure, due to 
a misunderstanding of the status of the chaplain, to 
a subconscious assumption that he is an official of the 
institution. He alone in the whole hospital, is nothing 
of the kind. He is an official of the diocese. He is more 
than a priest — he has care of souls — he has jurisdic- 
tion. The extent of this jurisdiction is settled by the 
ordinary, and by him alone, and within the limits of 
that jurisdiction the chaplain is completely independ- 
ent in the performance of his ministry. 

This ministry centers round the Altar, whence it 
radiates to the patients, nurses, medical staff, to the 
entire personnel of the hospital. The chaplain is in- 
dependently responsible for all public functions in the 
hospital chapel, from the celebration of Holy Mass 
to the singing of a hymn at Benediction. It is exclu- 
sively his office to see that the liturgical laws are ob- 
served and, for instance, that the Roman decrees on 
Church music are not ignored. Without special author- 
ity no other priest may exercise any sacerdotal func- 
tion in the hospital with the exception, of course, of a 
pastor ministering to one of his own parishioners. 


Chaplain and Hospital Personnel 

For the chaplain, as for everybody else, the patient 
comes first. In urgent cases, he has the right to be at- 
tended to immediately, at any hour of the day or night. 
In ordinary circumstances, the sooner the patient re- 
ceives the sacraments, the better. Most chaplains visit 
the Catholic patients every day, at the time, I hope, 
most convenient for the nursing staff, and although it 
it is desirable to have a set time for confessions — 
usually on Saturday — the best time for confession is 
as soon after admission as possible. In this connection, 
before the visit of the chaplain, the zealous codpera- 
tion of the Sisters is invaluable, but afterwards, their 
interest may’ become a source of embarrassment to 
both priest and penitent. Evidently, the former must 
not be questioned as to the success of his ministry. He 
must not. even be asked whether a patient is going to 
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Holy Communion. The safest rule is this: Once the 
chaplain has seen the patient, all others should refrain 
from further investigation of the spiritual affairs of 
the patient. The chaplain can instruct him to ask for 
Holy Communion himself. Since frequent Communion 
is to be encouraged, it should be made as easy as pos- 
sible for the patient. Respect for the Most Holy Sacra- 
ment, very laudable in itself, can prompt such elab- 
orate preparations as to render Communion a weari- 
some burden for patients and nurses alike. 


Duties to Nursing School 

The pastoral problems connected with the school of 
nursing are not the same as those of other educational 
institutions. Student nurses have little spare time and 
it is almost impossible to get them all together for any 
corporate activities. The main problem is that of reli- 
gious instruction. With becoming modesty, I refer you 
to the paper on that subject which I read at the last 
convention and which was published in the September, 
1931, number of Hosprrat Procress. Briefly, the situa- 
tion is this. The Catholic nurse should know her reli- 
gion. The majority of probationers arrive at the school 
without this knowledge. Are we justified in keeping 
them three years in a Catholic school and doing noth- 
ing about it? The chaplain cannot take that responsi- 
bility, and he has a right to the codperation of the 
school authorities in the discharge of his duty. I re- 
cently heard a Sister complain of the difficulty of 
teaching chemistry and pharmacy to girls who knew 
nothing of the metric system. What about teaching 
ethics and psychology, what about teaching nursing, 
what about attempting to foster vocations, with girls 
who do not know their Catechism? I am aware of the 
overloaded program of instruction, a sinister indica- 
tion of the daily increasing interference of the pagan 
state in our schools, but as long as we call those schools 
Catholic, we must find a way to give religious instruc- 
tion first place. The problem could be simplified by 
careful selection among applicants. If they are sub- 
jected to a careful medical examination, why not an 
examination in religion as a preliminary to admission ? 
The whole subject of religion in our schools bristles 
with problems demanding careful consideration by 
those responsible— by diocesan directors, chaplains, 
and the superintendents of schools. While these august 
authorities are getting round to it, I appeal to the 
Sisters to codperate with the chaplains by putting reli- 
gion, at whatever cost, in the first place on the sched- 
ule of instruction, by making daily Mass and Holy 
Communion easy for the students, by facilitating the 
attendance at the annual retreat, and by making some 
sort of Sodality a practical possibility. But most im- 
portant of all is the creation in the school of what may 
be called an aggressively religious atmosphere, an at- 
mosphere which impresses on every student, from the 
beginning to the end of her training, that in our schools 
of nursing our Catholic Religion is of paramount im- 
portance. Every student should be made to realize that 
whatever other qualities she may possess, she must 
know and practice her religion, or get out. 
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Relation to Medical Staff 


In his spare time, the chaplain is expected to have 
friendly and useful contacts with the medical staff, the 
local clergy, and even the public. In these fields his 
duties and, therefore, his rights are not so clearly de- 
fined. By the exercise, however, of prudence and tact, 
he can do much for religion and for the hospital. With 
regard to the staff, the Reverend Dr. Boland, diocesan 
director of hospitals for Buffalo, wrote in 1927: “Ill 
will fare that hospital whose staff has become so en- 
grossed, through long immersion in the physical side 
of the bodies, that it cannot see the souls. Materialism 
in the medical sciences has lasted long after its repu- 
diation by the other pragmatic studies. . . . It is not 
enough merely to take the stand of noninterference. It 
is not enough to prevent Catholics from dying without 
the sacraments, or to abstain from unethical practices. 
There should be whole-hearted codperation between 
the physician and the priest.” The Reverend W. P. 
Smith, in Hosprrat Procress of April, 1930, points 
out that the chaplain is often the final court of appeal 
in certain ethical questions ignored outside of Catholic 
hospitals. In this connection it occurs to me that the 
Catholic members of the staff should be urged to be- 
long to a branch of the Catholic Physicians’ Guild of 
SS. Cosmas and Damien, a guild which is doing won- 
derful work in Europe, and of which there is a flourish- 
ing branch in New York. The logical organizer for a 
branch of this guild is the chaplain. But guild or no 
guild, the influence of the chaplain among the staff 
will depend, not only on himself, but on the impres- 
sion the doctors get of his standing, his position, his 
authority in the hospital, and they will get that im- 
pression, good or bad, from the Sisters. In a discus- 
sion of staff problems at the Hotel Dieu of New Or- 
leans, the question of the chaplain’s attendance at staff 
meetings arose. The Reverend Father Moulinier said: 
“How else can the chaplain know hospital prob- 
lems, if he does not attend? Wherever the chaplain is 
tactful and interested, I find medical men eager to have 
him. If he confines his assistance to ethical problems, 


I feel sure a chaplain will not exert all his influence, . 


unless he attends these meetings.” The result of the 
discussion was a resolution that “chaplains should, 
when it is advisable, practicable, and tactful, attend 
the monthly staff meeting.” In my own opinion, the less 
the chaplain says at these meetings the better, but his 
presence gives him a standing in the eyes of the staff, 
many of whom will otherwise know little or nothing 
about his work in the hospital. 

Concerning the relations between the chaplain and 
the local clergy and even the outside public, I submit 
this one point to the consideration of the Sisters: An 
energetic chaplain who is interested, enthusiastic, con- 
tented, and proud of the hospital, can do wonders with 
the local clergy and laity. 


Provision for the Sisters 
If I have not hitherto spoken of the Sisters, they 
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must not be offended. The reason is complimentary to 
them. Considered as the most important part of the 
hospital personnel, I have been talking to them and 
about them all the time. Considered as Religious, they 
present no problem to the chaplain. They have their 
rule, their annual retreat, their own confessor and spir- 
itual director. The chaplain is, I am sure, always ready 
to help in every way possible. “He should,” to quote the 
Reverend James Cox, “try to meet the demands of the 
Sisters for whatever services they require. He should 
be generous in this matter, because the only comfort 
the Nuns have is the provision made to give them 
Masses, Benedictions, Holy Hours, and other chapel 
devotions. Any consideration shown to them in this 
regard is highly appreciated, and the kindness of a 
considerate priest is never forgotten.” 

A few words about chaplains’ records. Every parish 
priest, because he has care of souls, is obliged to keep 
records. The hospital chaplain has also this care of 
souls, his jurisdiction and corresponding obligation 
extending to every Catholic patient and resident in the 
hospital. Parish clergy often ask for information about 
their parishioners in the hospital. Baptisms and mar- 
riages must be reported to the pastor concerned. Cer- 
tain societies carrying insurance benefits require a 
written statement that a member, at death, was a 
“Catholic in good standing” . . . and so on. Then there 
is the annual questionnaire from the Catholic Hospital 
Association. In the hospital of which I am chaplain, 
we use a small loose-leaf notebook, with a detachable 
slip for each patient. The data accumulated on this 
are transferred, on the departure of the patient, to a 
4 by 6-inch card which is filed as a permanent record 
and on which there is space for all the information 
about the patient which is not confidential. A monthly 
summary sheet is also kept. The whole “system” is 
grandiloquently on display at this convention, await- 
ing, probably in vain, criticism of any kind, even 
destructive. 


The Catholic Spirit 


But the Reverend Father Moulinier said over twelve 
years ago: “Teamwork, true, unfailing, all-pervading, 
can never be brought about by organization, by rec- 
ords, by laboratory service; it must be in the mind 
and heart and character of all who work in our hos- 
pitals.” The result of this teamwork, of this codpera- 
tion between the personnel of the hospital and the 
Catholic priest who is responsible for their spiritual 
welfare, will be what Father Garesché calls the dis- 
tinguishing mark of the Catholic hospital . . . the Cath- 
olic Spirit. “It is the Catholic Spirit,” he says, “that 
distinguishes the Catholic hospital from all others. 
This is the one thing in which none other can rival or 
even approach it. In every other detail, in all material 
things, in technique, training, professional excellence, 
other hospitals can equal or excel the Catholic ones. 
But the Catholic Spirit is their unique and priceless 
possession.” 














The Administration of the School of Nursing 
Sister M. Berenice, O.S.F., R.N., A.M. 


that it is questionable whether in the short 

period of time at our disposal, it will be possible 
to bring adequately before you even the most impor- 
tant problems involved.* 

There is a financial depression. The nursing profes- 
sion is overcrowded and the problem of unemployment 
among nurses is acute. Graduate nurses are dissatis- 
fied with the general state of affairs. Ever-increasing 
and rapidly changing demands are being made upon 
schools of nursing, adding more burdens to the already 
overladen shoulders of directors of schools of nursing. 
They have not only entered seriously into themselves, 
but are reaching out earnestly for assistance and guid- 
ance from anyone able and willing to help them. Since 
the writer is herself director of a school of nursing, 
hence a member of this much-afflicted group, she is 
able to understand deeply and sympathize sincerely 
with her fellow sufferers. However, she believes it is 
better to look facts in the face and meet issues squarely 
than to comfort herself and others with fair words and 
vain hopes. 

We are facing a crisis. Like the very ill pneumonia 
patient facing his, the chances are about equal that 
we may come through it, showing immediate and al- 
most miraculous improvement or that we may pass 
out of life altogether. Every alive director realizes this 
to some extent. She is awake, alert, and anxious to be 
doing. She knows some things that should be done, 
but lack of funds and lack of power hinder her. She 
is in honest doubt whether some other things should 
or should not be done. 

Annie Goodrich in “The School of Nursing and the 
Future” which appears in this month’s issue of the 
American Journal of Nursing (page 679) says, “As I 
see the problem of nursing education and nursing 
service . . . we have three important objectives: First, 
the centralization of nursing education, the important 
evolutionary steps of which are: (1) the provision of 
the required science courses through a normal school 
or college . .. , (2) there is also the possibility of the 
merging of several schools in a locality as an independ- 
ent institution, (3) the school under university juris- 
diction of which there are already a number.” She 
further states, “The hospital is not the proper institu- 
tion to carry the entire burden of a school.” 

We are especially considering schools of nursing con- 
ducted by Catholic Sisterhoods as we believe some of 
our problems differ from those of other schools. But 
before we can enter into this discussion, it seems to 
us essential that a searching question be asked and 
answered insbarest simplicity and truth, forgetting 


[us subject of this paper is so comprehensive 


*Read at the 17th annual convention, C.H.A., Villanova, Pa., June 21-24, 
1932. 
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selfish interests. We believe that, pondering upon this 
question, we may grow wise. It is comparable to one 
of the first questions in the catechism, “Why do I 
exist?” and is, “Why do Catholic schools of nursing 
exist ?” Why? What is the honest-to-goodness answer ? 
Why have we Catholics who have worked and sacri- 
ficed and even fought for our schools — parochial, high, 
and college? Because we believed that religion and vir- 
tue were the supreme life values. Are we working and 
sacrificing for our Catholic schools of nursing with the 
same motive? If we cannot truthfully give this as the 
chief cause of our existence, have we the right to exist ? 
Ought we to struggle for continued existence? Would 
the closing of our schools be a loss to the nursing pro- 
fession? It does not matter much if, because of over- 
production, some of our schools go out of existence. It 
matters terribly, however, whether Catholic young 
women receive the education they need to become good 
Catholic nurses. And it matters terribly whether Cath- 
olic patients are properly cared for, body and soul, 
when ill. Either we are conducting schools of nursing 
primarily because we believe it vital to equip Catholic 
girls with the education that will make them good 
nurses in every sense of the term, or we are conducting 
them primarily because it is expedient that we do so. 
But we have no business conducting them chiefly for 
the sake of expediency. 

The position of a Sister Director of a school of nurs- 
ing is somewhat different from that of a lay person 
and her attitude, too, is apt to differ. Usually the reli- 
gious community to which the Sister belongs owns both 
the hospital and the school and she feels both are hers 
since her interests are identified with those of her com- 
munity. She may even be so anxious to supply the 
needs of the hospital that the needs of the school are 
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made subordinate. The secular director, on the other 
hand, will probably focus her attention upon the prog- 
ress of the school and feel less troubled about the needs 
of the hospital, feeling that is the concern of others 
engaged for the purpose. She has not the same per- 
sonal interest. She may, however, be forced to meet 
the needs of the hospital whether or not they serve the 
best interests of the school, as she is usually subordi- 
nate to the superintendent of the hospital. 

There is no particular reason why a school con- 
trolled by a religious community cannot be adminis- 
tered independently of the hospital so far as the edu- 
cation of the nurse is concerned. If our school is to 
be an educational project, then the hospital is one of 
the student’s laboratories — the biggest and most im- 
portant laboratory, to be sure, but still only a labora- 
tory, and not the center of our educational scheme at 
all, as you will notice from Figure 1 where the posi- 
tion of the hospital is indicated by a star. You see 
we are approaching this problem as nurse educators, 
not as hospital administrators. We are not saying to 
ourselves: “Here we have a hospital of two hundred 
beds. How many student nurses do we need to care for 
our patients ?” Instead, we are saying : “We wish to con- 
duct a first-class school of nursing; how can we best 
set about it?” Thus we think in terms of education, 
not in terms of service to the hospital. Not that we 
need be impractical and despise the usefulness of stu- 
dent service, but we must be careful that such con- 
siderations do not determine our decisions. 

If we think thus, it does not matter greatly whether 
our school is connected with only one hospital or with 
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several ; whether it is financed independently or joint- 
ly with the hospital. In religious communities, the bills 
are generally paid out of the same community purse 
finally, anyway. Of course, it is always wise to keep 
separate financial accounts so that we may know 
whether deficits accrue from the hospital, from the 
school, or from both. Unquestionably it will cost more 
to conduct a first-class educational institution than 
an old-fashioned training school. Financing such a 
project is a serious problem. Eventually the state, the 
general public, public benefactors, or the student her- 
self must stand the cost. This will, however, in all 
probability, be shared by the community conducting 
the school. 

The administration of the school can be conveniently 
divided into four sections, indicated in Figure 1. 


The Governing Body 

You will notice two plans offered in Figure 2. Gov- 
erning bodies may vary somewhat in personnel and 
arrangement. Policies wil! be formulated and enforced 
by the governing body, the director of the school being 
the official usually held directly responsible for their 
promulgation and enforcement. The financial manage- 
ment will probably be intrusted to someone other than 
the director, though her understanding and codpera- 
tion will be needed. 


The Physical Plant 

This is a very important subject and one which has 
engaged much attention during the past ten years or 
so. Recently constructed schools of nursing have shown 
marked improvement over the older ones. If we wish 
to attract the college type of student to our schools, we 
must have facilities equal to those offered in colleges. 
Health, efficiency, and symmetrical development de- 
pend to some extent upon living quarters, food, and 
recreational facilities. The department organization 
will be somewhat as follows: 

A. Administrative Department : offices. 

B. Educational Department: classrooms, laborato- 
ries, library, teaching equipment. 

C. Social and Recreational Departments: reception 
rooms, living rooms, recreation halls, gymnasium, 
swimming pool, tennis courts, playground. 
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D. Sleeping Apartments: bedrooms. 
E. Culinary Department: kitchen, dining rooms, 
menu. 

F. General Utilities Department: heating plant, 
laundry, storage rooms, lavatories. 

Regulation of Daily Life 

Closely tied up with professional education, is the 
regulation of the daily life of the student. This forms 
a most important part of the “training” of the nurse 
and should, in Catholic schools of nursing, occupy a 
prominent place in the program. We are creatures of 
environment to a great extent; unless blessed with 
great strength of character and an unusually independ- 
ent outlook, we seldom rise superior to those about us, 
but tend to follow the lines of least resistance and do 
as they do. Hence it is particularly necessary that our 
students be surrounded by the best kind of influences 
during their years of professional preparation. In the 
“atmosphere” of our school rests our main hope of 
imbuing them with high ideals of life and service and 
of injecting them with the strength and courage to 
make these ideals, realities. To give them a merely 
professional education without this all-important 
phase, is to fail signally. They may obtain professional 
education quite as good in a nonsectarian school ; per- 
haps better. But we, as consecrated followers of Christ, 
should be able to give, better than anyone else, the 
spirit of service for Christ’s sake. If we do not, it is 
time to reform, since we cannot hope to give what we 
do not possess ourselves. It is this combination of high 
ideals, of self-immolating service, of conscientious, 
painstaking effort and virtuous living which we must 
give, if we would justify our existence. Like Martha, 
we may be busy about many things, but like Mary, we 
must not forget the one thing necessary. 

As Catholic schools we are justified in giving (shall 
we say obliged to give?) eligible Catholic applicants 
first consideration; their religion obliges them to the 
observance of certain ethical regulations and religious 
services which frequently they cannot observe in a non- 
sectarian school; therefore, they must not be forced 
into such by our rejection of them. We cannot expect 
such schools to inconvenience themselves to oblige 
Catholic students when a sufficient number of Cath- 
olic schools exist for their accommodation. Therefore, 
our students must be given the opportunity to practice 
their religion carefully and to do not only what is 
obligatory, but also what is commendable. 

Regulations must be made, not merely to suppress 
undesirable tendencies, but to develop and train worth- 
while inclinations. Disciplinary measures bearing a 
nice proportion to the offense committed, ought to be 
thoughtfully and wisely administered — for the good 
of the student, not the satisfaction of the disciplina- 
rian. Extracurricular activities may well be such that 
the young student is made strong and ready for the 
responsibilities, physical, moral, and intellectual, of 
the full-fledged woman and nurse. The regulations may 
be classified as follows: 
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A. Religious Practices: opportunities for daily Mass, 
Communion, retreats, special devotions, religious or- 
ganizations, encouragement and good example. 

B. Health Measures: sleep and recreation, physical 
examinations, health regulations, prompt attention to 
illness, care during illness. 

C. General Regulations: restrictions, liberties, eti- 
quette. 

D. Disciplinary Measures: punishment, dismissals. 

E. Extracurricular: social organizations, other or- 
ganizations, social affairs. 

F. “Atmosphere”: ideals, traditions, example, atti- 
tudes. 

Professional Education 

We do not really know how long the course in nurs- 
ing ought to be, nor what proportion of the time should 
be spent in theory and what in practice. Neither do we 
know exactly what our curriculum should be. We are 
at present surmising to a great extent, and making 
fairly accurate guesses, but we have not done enough 
systematic experimental work along these lines to 
know. Until we learn this, we must use our present 
knowledge to the greatest advantage and plan the best 
conceivable course in theory and practice. 

When doing this, state laws and regulations must 
be taken into consideration, as well as the advice and 
experience of educators in the field. State regulations 
may include an obligatory minimum curriculum and 
certain definite nursing services. To this minimum one 
adds whatever is considered essential for a complete 
course. After a very definite outline has been drawn 
up, unbiased by any desire to fill our needs rather than 
prepare the nurse, the available clinical material is 
summarized and fitted into the general plan. Here is 
an outline: 

A. Matriculation : number, methods of selection, en- 
trance examinations, entrance requirements — age, 
health, religion, preparatory education, character and 
personality, tuition. 

B. Curriculum: home courses, affiliated courses, elec- 
tive courses, correlation of theory and practice. Curric- 
ulum of theory: subjects, length of courses, division 
into class, lectures, laboratory. Curriculum of practice: 
services, length of each service, distribution of cases, 
supervision of work. 

C. Faculty: preparation, 
methods, policies. 

D. Records: record forms, clerical work, filing 
systems. 


selection, organization, 


Curriculum of Nursing Practice 

Arranging a curriculum in practice involves far more 
thought and labor than arranging one in theory; yet, 
nursing is something of an apprenticeship, and if we 
plan to give our students a course to fit them for bed- 
side nursing (and we believe this is at present the ob- 
jective of most schools of nursing) we need to remem- 
ber that supervised work at the bedside is our major 
subject and deserves first attention. All professional 
subjects taught in the school prepare for this work or 
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help to improve this service. Other branches of nurs- 
ing are built upon this foundation. 

We do not pretend that the division of services 
shown below is ideal, but use it as being fairly repre- 
sentative of our present understanding of a good 
course. 

Besides the length of the entire course and the length 
of each service, there are many other details to be 
considered — such, for example, as the subdivisions of 
each service, the variety of each subdivision, and the 
arrangement of student duties. However, it would take 
hours to present the entire development of such a plan. 
We can give here only a very general outline, empha- 
sizing some of the most important points. 


Sonia ad cisigen dia dae aad wen 7 months 
Subdivisions 

BEE digk.xdevenenansweseoniddenn 12 months 
Subdivisions 

PE HID cosnavnmecnndanbsieandend 3 months 
Subdivisions 

ee , oanicccressnscsdeences 3 months 
Subdivisions 

NEE os aves ccueheaenekeemnaanes saan 3 months 
Subdivisions 

Out-Patient Department .................... 2 months 

ERE eee ee eer 3 months 

MEN. coat ade ennaenasienveaheekelade’ 3 months 

36 months 


Daily Average of Patients in Dept. 
= No. Students needed for 
Daily Service 





No. Patients assigned each Student 


—=9 
3 
No. of Students 
X No. of Students_. who can obtain 
on daily service experience in de- 
partment in one 
year. 


12 (Months of Year) 





length of service in Dept. 


12 
—xX9=27 
4 


Suppose you plan three hours of daily hospital ex- 
perience for the first six months of the course, and six 
hours daily for the remaining two and one-half years. 


Dividing the daily average of patients in a department . 


by the number of patients assigned to each student, 
you obtain the number of students needed for daily 
service; 12 (months of year) divided by length of 
service, multiplied by the number of students on daily 
service gives number of students who can obtain their 
experience in the department in one year. 

Because of class hours, etc., the departments, if 
served by students only, may be neglected at certain 
periods of the day. Besides this, there may be so much 
repetition of certain duties that they cease to have 
educational value for the student. Furthermore, there 
may be a superabundance of some services. In order 
to fill in these excess services, to reserve for the stu- 
dent only the work having educational value, and in 
general, to stabilize the service, students need to be 
supplemented by graduates. Patients must not suffer 
while students are being educated. The employment of 
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a certain percentage of graduates avoids this difficulty. 

It is not only necessary that there be a graduate in 
charge of departments to supervise the general service 
but one is needed whose special duty it is to teach stu- 
dents nursing while they are engaged in actual service ; 
cases may thus be discussed and attention called to the 
interesting facts concerning them. She must be qual- 
ified to conduct return demonstrations at the bedside 
until the student is efficient enough to go ahead alone. 
Thereafter, the student needs to be checked occasion- 
ally and unexpectedly. Affiliate courses must be ar- 
ranged for those services inadequate or entirely lack- 
ing in the home hospital. All this requires most careful 
organization and administration. 


Curriculum in Theory 

When the program in theory is arranged, special at- 
tention is paid to the closest correlation of theory and 
practice. This may require two or three yearly repeti- 
tions of certain subjects, or the division of one class 
into two or three sections. It may be impossible to cor- 
relate closely in the case of every student, but at least 
an effort can be made to approximate the ideal. Basic 
subjects are given during the first semester while the 
student is in the preliminary period; in fact, this peri- 
od may in some schools be profitably converted into 
a year of college work in these subjects. 


Faculty of School 


It goes without saying that the members of the 
faculty must be well prepared for their work. A good 
general education, special preparation, and experience 
in their respective branches, as well as maturity and 
good judgment, are requisite. 

Every nurse in the hospital who teaches students 
either theory or practicé, as well as every teacher in 
the school is a member of the faculty. Those who su- 
pervise departments in the hospital but do no teaching 
whatever, are hospital administrators, not faculty 
members. 

Physicians and surgeons ought to be selected for 
their superior knowledge and teaching ability, not be- 
cause of connections with the hospital. Men in actual 
practice are usually best qualified to teach such sub- 
jects as medical and surgical diseases, obstetrics, and 
pediatrics, etc., but since they are usually busy people 
with uncertain schedules, they should not be burdened 
with other subjects not particularly in their line. As 
members of the faculty, they should conform to gen- 
eral policies. It is understood, of course, that their 
class hours may be disturbed occasionally by emergen- 
cy calls, but their class periods should be regularly 
scheduled and rigidly observed, as a rule. 


Faculty Organization 


The faculty may be simply but effectively organized 
according to the general plan here shown (Figure 3). 
Branches of the same subject and closely related sub- 
jects may be grouped together into one section, and 
one or more teachers assigned to the subjects. Unless 
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the school is part of a college or university, college 
faculty organization is more elaborate than necessary. 
By means of joint and general meetings, verbal and 
written communications, and actual attendance at 
classes, the director is kept in touch with the faculty 
and the theoretical program.” 


Summary 

There should be no more difficulty in arranging the 
independent administration of a school of nursing as 
here outlined than that of any other type of school, 
even though the school is greatly dependent upon the 
experience that can be obtained only in the hospital. 
The hospital accepts a definite number of students in 
place of a smaller number of graduates. The director 
of the school and the superintendent of the hospital 
cooperate in the selection of graduate nurses to supple- 
ment the service of the students, or to teach students. 
This is about what the relationship between the hos- 
pital and the school amounts to. 

We may not be able to put such a scheme of ad- 
ministration into effect in a year or two years, but we 
can think it over seriously and use to best advantage 
opportunities which will eventually lead to it. 
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Receives Appropriate Gift 


St. Agnes Hospital School of Nursing, Fond du Lac, Wis., 
recently received a placque of Our Blessed Lady from Mrs. 
Nora McGauley in memory of her husband, Dr. F. M. 
McGauley, and her daughter, Estella, of the class of 1929, 
who died July 28, 1931. The placque, which represents the 
girlhood of Our Lady, consists of a life-sized head, finished 
in beautiful creamy tints, surrounded by a garland of fruits. 













Medical Staff Organization and Control 
in a General Hospital 


R. J. McGraw, M.D. 


York, has for the past six years put into suc- 

cessful operation a plan for the organization 
and control of the medical staff attached thereto.* 
Success of such a plan implies, essentially, that the 
patient, primarily, be considered insuring for him cor- 
rect and scientific care and treatment. This is secured 
when the following factors operate: 

1. With reference to the personnel of the Medical 
Staff, the proper codrdination, codperation, and sincer- 
ity between the board of managers and the medical 
board. 

2. With reference to the community, the realization 
of both boards of their responsibility. 


Need for a System 

In regard to the first factor, when these conditions 
do not obtain, various evils are bound to eventuate. 
When the board of managers without due regard to, 
or advice from, the medical board, appoints members 
to the medical staff, favoritism, jealousy, ill will, and 
lack of harmony, both between the two boards and 
between the members of the medical staff are given 
free rein. The danger inherent in appointment of men 
of low professional attainments is self-evident. Con- 
versely, when the medical board acts in the same in- 
dependent way, and does the appointing, the possible 
evil arises from the fact that there may be creaied a 
very close and jealous group, which may sacrifice the 
good of the hospital to their own selfish aims. 

At Mary Immaculate Hospital, these dangers 
have been carefully forestalled. The organizers 
decreed that the management of the institution with 
its final authority and responsibility be vested in the 
board of managers. This implies a great responsibility 
to the community and the constitution of such a board, 
should embrace besides the religious, men of outstand- 
ing success in the business and professional life of that 
community. One of the duties of the board of man- 
agers is, therefore, the matter of appointments to the 
professional staff. The recognition by the board, of 
its limitations as to professional qualifications, is over- 
come by a plan whereby no appointments are made 
without consultation with the medical board, at a joint 
conference of the executive committees of both boards. 
These meetings are held at frequent intervals, and the 
executive chairman of the board of managers, being 
an honorary member, attends the meetings of the 
medical board. 


M *« Immaculate Hospital, Jamaica, New 


The Courtesy Staff 
In regard to the second factor, the board of managers 





*Read at the 17th annual convention, C. H. A., Villanova, Pa., June 21-24, 
1932. 





335 


has as its aim, the inclusion of the names of all phy- 
sicians of good moral and professional qualifications 
on its courtesy staff. The board members believe that 
by our hospital appointment such physicians should 
be able to practice better medicine, and in turn give 
to the patient his full rights. Such men are to be en- 
couraged to affiliate with an up-to-date hospital or- 
ganization. Otherwise, the private sanitarium, with its 
inherently known evils, of low standards and poor re- 
sults in treating the sick, will become their field of 
operation. The hospital is staffed in the usual orthodox 
manner, the staff is made up of a consulting, an attend- 
ing, an associate, an assistant, and a clinical assistant 
staff. In addition, we have a large courtesy staff num- 
bering 146. This staff is divided into classes each en- 
joying certain privileges. 

1. Ordinary courtesy privileges, entitle the physician 
to use the hospital and its facilities for the practice of 
medicine and minor surgery, and also for the care of 
normal obstetric cases, including those requiring plas- 
tic repairs and minor surgical procedures. 

2. Special courtesy privileges give to the physician 
all ordinary privileges and in addition the right to 
practice one, or the other, of the following branches 
of surgery: tonsil-adenoidectomy; general surgery of 
the ear, nose, and throat; surgery of the eye; ortho- 
pedic surgery; urology; obstetric surgery, embracing 
all the major surgical procedures met in the obstetric 
practice including czsarian section, and general surgery. 

The practice of each of these surgeries in our hos- 
pital constitutes a separate privilege, which must be 
distinctly applied for and granted, except that general 
surgery of nose and throat is understood to include 
tonsil-adenoidectomy. The privilege of major surgery 
does not include those of the other specialties. Priv- 
ileges will not be granted to a physician for more than 
one specialty. The following list shows the number 
of physicians on our courtesy staff who enjoy these 
privileges: (1) ordinary courtesy privileges, 108; (2) 
special courtesy privileges, 38, including: (a) major 
surgery, 6 (list of candidates, 9); obstetrical surgery, 
4 (list of candidates, 0); ear, nose, and throat, 5 (list 
of candidates, 3); urology, 1 (list of candidates, 1) ; 
surgery of eye, 1 (list of candidates, 1); T and A, 2 
(list of candidates, 1). 


Admission to Privileges 
A definite routine is followed when a physician de- 
sires to become a member of the professional staff: 
The doctor states this desire in writing to the board 
of managers, and in return receives: 
1. An application blank for membership on the 
professional staff. 
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2. Rules and Regulations for the Professional Staff. 

3. The ethical Code of the Catholic Hospital Asso- 
ciation. 

This application consists of a four-page folder, page 
1 of which follows: 
Name in Full: 
Residence: 

Main Office: 

Office Hours: 
Second Office: 

Office Hours: 

Date of Birth: 
College and Degrees: 
Medical College: 
Internship (hospital, length, and character of service, etc.): 
Postgraduate courses (give details) : 

Post hospital, Dispensary, College, or other appointments 
(give detail and with whom associated): 

Date of license to practice in New York: 

Have you practiced in any other state? (details as to place, 
license, dates, etc.) : 

Page 2 requests information on present hospital con- 
nections, dispensary connections, postgraduate courses, 
proposed postgraduate courses and membership in 
medical sanitariums. Page 3 of the application reads 
as follows: The attention of the applicant is especially 
called to the following items from the Rules and Regu- 
lations for the Professional Staff. 


Telephone: 
Telephone: 


Telephone: 


Place of Birth: 
Date of Graduation: 


1. Membership in a County Medical Society is a requisite 
for appointment. 
2. Application must be accompanied by letters of recom- 
mendation from two reputable physicians. 
3. The plan of organization of the courtesy staff and the 
privileges of its members are outlined in Section VI of the 
Rides and Regulations of the Professional Staff. 
4. As membership on the courtesy staff is of three kinds, 
please indicate which one you desire: 
a) Membership with ordinary privileges 
Yes: No: 

b) Membership with privileges for dental surgery 
Yes: No: 

c) Membership with special privileges 
Kindly specify: 

Certification and signature of applicant. 

1. In signing this application, I acknowledge receipt of the 
Rules and Regulations for the Professional Staff and if ap- 
pointed to the staff, I agree to be bound by them. 

2. In signing this application, I acknowledge receipt of 
the Surgical Code for Catholic Hospitals and if appointed, I 
agree to conform to the laws of the Catholic Church in rela- 
tion to obstetrical and surgical practice. 

3. In signing this application, I also subscribe to the fol- 
lowing pledge of the American College of Surgeons: 

Pledge 

I hereby promise, upon my honor as a gentleman, that I 
will not so long as I am permitted to practice in Mary Im- 
maculate Hospital, practice division of fees in any form, 
neither by collecting fees for others referring patient to me, 
or permitting them to collect any fee for me; nor will I 
make joint fees with physicians and surgeons referring pa- 
tients to me for operations, consultations, or any form of 
professional service; neither will I in any way directly or 
indirectly, compensate anyone referring patients to me; nor 
will I utilize anyone as assistant or a subterfuge for this 


purpose. 


(Signature of Applicant) 
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Page 4 of the application form provides space for 
action taken by the Board of Managers and the Med- 
ical Board. 

Qualification 

Applicants for special privileges, in addition to satis- 
fying the requirements for ordinary privileges, must 
qualify under one of the following classes : 

1. Fellows of the American College of Surgeons. 

2. Attending Surgeon in a recognized hospital. 

3. Physician with the following background: 

a) Graduate of Medicine for at least five years. 

5) Internship of at least one year. 

c) The equivalent of one year’s postgraduate 
work in gross pathology, surgical anatomy, 
and operative surgery. 

d) One year of clinical assistance in the specialty 
applied for. A year of dispensary practice will 
be accepted as the equivalent of six months 
of clinical assistance. 

e) A satisfactory personal operative record as 
certified to, by the members of the respective 
hospital department after they have observed 
the candidate’s operative procedure. In evalu- 
ating this record, the following points will be 
considered. 

(1) Relation of applicant’s operative experi- 
ence to the entire field of the specialty 
in question. 

(2) Percentage of practice devoted to the 
specialty. 

(3) Judgment. 

(4) Technique. 

In the case of those applying for tonsil-adenoidec- 
tomy privileges, certification of a satisfactory opera- 
tive record by attendance upon the ear, nose, and 
throat service will be deemed sufficient. 

All questions concerning the differentiating of major 
from minor procedures, shall be referred to the attend- 
ing physician of the respective department. 

The Board of Managers requests those who enjoy 
courtesy privileges of the hospital, to remember at all 
times, that they are working in a hospital in which 
the advice and assistance of specialists is easily avail- 
able. The hospital, therefore, holds strictly responsible, 
doctors who attempt that which is beyond their ability 
or who neglect to call consultations in doubtful or 
difficult cases. 

List of Candidates 

The Medical Board may either recommend to the 
Board of Managers approval or rejection of the candi- 
date, or it may place applicants for special courtesy 
privileges on a special list of candidates for continued 
consideration. A physician thus placed may exercise 
the procedures of that specialty, under the supervision 
of a consultant, an attending physician, an associate 
or an assistant, who has the permission of his attend- 
ing physician to supervise. Those on lists of candidates 
are expected to make every effort to secure the full 
privileges of their department, as soon as possible. For 
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this reason, they should arrange to have some of their 
operative work observed by one of the attending staff 
members since he alone as a member of the Medical 
Board can furnish to the Board, those reports upon 
which the full privileges will be granted. A physician, 
who makes no effort to advance himself from the list 
of candidates within a reasonable time, will be removed 
from the list and given only ordinary privileges. 


Annual Appointments 
As all members of the professional staff are appoint- 
ed for the term of one year, the following form letter 
is sent to each member at the beginning of each year: 
The undersigned, desirous of continuing affiliation with the 
Mary Immaculate Hospital, as a member of the professional 


staff, herewith makes application for reappointment thereto 
for the coming year. 


Residence: Telephone: 

Main Office: Telephone: 
Office Hours: 

Second Office: Telephone: 
Office Hours: 


Present Hospital connection: 
Present Dispensary connection: 
Postgraduate course completed during the past year: 
Present Postgraduate course: 
Memberships 
County Medical Society 
Other Medical Societies 
Special Scientific Societies 


ee 


(Signature) 
All members of the professional staff are notified 
that when stating their affiliations with Mary Immac- 
ulate Hospital for directories, letter heads, or other 


N the hospital business, as well as in any other 
business, it has become necessary to know facts 


with precision and to codrdinate all transactions — 


with scientific method. At a time when endowments 
are almost becoming ancient history, we must know 
two things: our revenues and their sources, but more 
especially our costs in almost every detail.* It is evi- 
dent that total revenues and total costs may well be 
known and yet some department may be producing a 
heavy deficit of its own, while others are just “filling 
in the gap.” This condition may be unavoidable in 
some instances while in other cases, if known, it could 
be immediately rectified or at least improved. 

A hospital executive who has been accustomed to 
carry on, by force of habit, costly experience, or per- 
haps instinct, may have been able to show a surplus 
on the yearly balance sheet or a slight deficit, for a 
number of years. But when something abnormal hap- 
pens, the same executive is at a loss, for something 


*Read at the 17th annual convention, C. H. A., Villanova, Pa., June 21-24, 
1932. 
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forms of publicity, they shall make clear the exact 
status of such affiliations. Those enjoying courtesy 
privileges particularly shall use no designation or title 
which does not include the words “Courtesy Staff.” 
The above form letter serves two purposes. It keeps 
our records as to addresses and telephone numbers up- 
to-date and it serves to let us know the number of 
doctors who wish to continue as members of our staff. 


Summary 

During the six years of its existence this plan has 
accomplished the following: We have granted special 
privileges to 32 members of our courtesy staff. On the 
other hand, major surgical privileges have been taken 
away from 5 members of our staff for unsatisfactory 
work ; 7 members were denied major surgical privileges 
for insufficient training in this specialty; privileges 
for tonsillectomies have been taken away from 4 mem- 
bers for poor work; 2 members of the staff were 
dropped for being unethical, and 1 for refusing to obey 
the rules of the hospital. Following the last annual 
reapplication 34 members of the courtesy staff were 
dropped, either because they so desired or else evidenced 
no interest in the hospital, by attending staff confer- 
ences, or sending patients to the hospital. Thus, while 
the plan is not perfect, and may be criticized from 
various angles, it makes for the protection of the pa- 
tient, which is the point at issue. When hospital au- 
thorities evidence a determination to select only the 
worthy, and to reject all who are not, the plan will 
work with a minimum of friction and a maximum of 


satisfaction. 





more than the blowing of sirens and the ringing of 
gongs must be done. In times of financial depression, it 
is useless to call for help, and these depressions hap- 
pen periodically. Mark the dates, 1837, 1857, 1873, 
1891, 1907, 1921, and 1929. How long is the present 
calamity going to last? No financial wizard or prophet 
has been able to show signs in heaven concerning this 
as yet. So the only rational process is to sit down and 
compute. 

Before planning new expansions and costly improve- 
ments, we should be able to know what the various 
kinds of accommodations and services rendered to 
patients are really costing us now, in order not to leap 
into extravagant and foolish ventures. Another reason 
which should urge hospital executives to find and 
closely study their costs, is the keeping in just balance 
of the hospital rates charged to the various classes of 
patients. These can be classified in three social cate- 
gories, meaning by this their power of payment; 
namely, the indigent, those of moderate means, and 
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the well-to-do. Generally, they occupy distinct units: 
private rooms, semiprivate, and public wards. 

In the case of indigent patients, there is a growing 
feeling, that public funds should provide for the all- 
inclusive cost of their maintepance and special treat- 
ment, on the condition that these costs be ascertained 
and analyzed by representatives of the benefactors 
who are generally community chests, municipalities, 
or state. In France, compensation is paid by the com- 
munes, on the basis of estimated cost, per patient day, 
as found for the preceding period, a readjustment be- 
ing made later, when actual cost has been determined. 
A system of this nature has already been advocated 
by the Ross Commission for the Province of Ontario 
in Canada. It constitutes an unequal distribution but 
it also means that the better service to the poor is paid 
a higher price and vice versa. Quite naturally, this 
calls for standard practices in the distribution of costs 
and more especially in the segregation of indirect or 
overhead charges to the departments. 

The other two categories of patients should be made 
to cover between themselves the costs of their com- 
bined expenses. Until some means has been discovered 
to treat the middle class for their ailments, with full 
efficiency, the return being only part payment of costs, 
it seems that the rich man must, although unjustly at 
the time of illness in his own family, contribute for a 
part of the treatment of his less fortunate neighbor, 
the white-collared indigent. In the light of these facts, 
we are now led to the main topic of this paper: The 
Cost of Various Hospital Accommodations. 

In two hospitals with which I am connected, ac- 
commodation is divided into three classes: general, 
maternity, and pediatrics. A subdivision of general 
may eventually take place, in order to separate for 
accounting purposes, surgical from medical cases, in 
the public wards. So there are six departments for 
lying-in patients. Of course, this means grouping of 
the different public wards under one heading as also of 
roomé in an entire wing under another, in one or two 
of the three classes. 

The other services are classified in the following 
manner. Pharmacies as one department, operating 
rooms including delivery and emergency, laboratory, 
urology, physiotherapy, X-ray, dressings supply room, 
and dispensary. This closes the list of the revenue de- 
partments. 

As departments are also treated the heating plant, 
general and diet kitchens, bakery, laundry, nursing 
school, and garden. These might be called overhead 
departments. 

Each one of these departments takes up a section of 
the general ledger and accounts have been opened for 
the charges that are likely to be made against them 
directly. Salaries, for instance, will be charged for the 
different depastments in different accounts. The sched- 
ule of expenses is divided into two categories: the 
ready-for-service and the service-to-patients. Under the 
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heading of ready-for-service are included the fixed 
charges for depreciation, interest, insurance, light and 
power, and telephone. To these are added the current 
expenses which have been divided to conform with the 
statement rendered yearly to the Provincial Depart- 
ment of Health. The service charges which vary with 
the number of patients are: food, medical, and surgical 
supplies, water, and allowance for bad debts. The 
latter is shown as an expense in conformity with the 
government statement sheet. 

After all postings have been made for the period 
and the ledger proved to be in balance, the direct 
charges of each department are summarized on the 
cost-analysis sheet. The totals of the different over- 
head departments are then distributed against the 
revenue departments. 

A number of expenses can be attributed directly to 
a department but others cannot, as, for example, the 
salaries of general officers, telephone operators, gen- 
eral housekeeping supplies, etc., so these are charged 
to general administration as a department. Then when 
all direct charges have been found, the total of gen- 
eral administration is distributed on the cost sheet, 
not in the ledger, to the other departments on a pro- 
rata basis of the expenses already registered. For in- 
stance, let us suppose the total of general administra- 
tion is found to be 5 per cent of the total of all the 
other departments, then each department will be 
allotted 5 per cent of its already found total. 

Heating-plant expenses are distributed according to 
floor space, unless there are steam meters recording 
actual consumption of steam. Then the cost per pound 
of steam used is charged to the unit using it. Dietary 
is distributed according to the number of meals. Laun- 
dry is charged according to weight. Nursing-school ex- 
pense is distributed according to the number of service 
hours of nurses in training. 

It will be noted that the procedure is not carried 
out in the ledger but on a subsidiary sheet. The reason 
for not interlocking the cost records with the general 
ledger is to prevent a number of journal entries month- 
ly while the only advantage of the other method would 
be to make the monthly analysis imperative before 
the proof balance is taken. If the analysis were re- 
quired only once a year, it could be worked that way, 
although it would scarcely be good practice. 

At this point, we have the cost of Revenue depart- 
ments loaded with their share of indirect and general 
service costs. When the costs of rooms A or rooms M 
for instance are divided by the number of patient days 
in these respective departments, we have the actual 
per-diem cost for these sections. If the percentage of 
occupancy is borne in mind, then rates can be com- 
pared or adjusted if necessary and possible. This takes 
care of the case of private and semiprivate patients. 
As we are further concerned in finding the cost of 
indigents, the total cost of the public wards in each 
section is subdivided according to the number of pay- 
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ing, municipally accepted indigents, and free patients. 
Of course, amounts earned from these different classes 
are compared with their respective costs. So much for 
board and bed care. 

The cost of special-therapy departments is also sub- 
divided. Here we find the out-patient. So it was deemed 
of actual interest to segregate the costs of paying pa- 
tients as between in- and out-patients, and also im- 
portant the division between in- and out-indigents. 
Furthermore, a comparison of pay and free service 
rendered in each department, and the profit or loss 
produced must give the most useful data in the 
preparation of a future budget. 

Perhaps, it might be opportune to state here that 
these hospitals are using double-entry bookkeeping. 
Please bear in mind that it is practically impossible 
to figure costs by departments, unless calculations are 
based on a well-kept and scientifically organized dou- 
ble-entry bookkeeping system, and more especially 
so, if monthly departmental costs are to be studied 
and controlled. 

Conditions are changing in a tragically rapid fashion 
in the economic life of our two countries. We are 
bound to follow the trend or fall by the wayside. 
Equipment and methods are being modernized and 
scientifically improved in all the departments of our 
own institutions and the front office must necessarily 
be kept at, or brought up to, the level of modern effi- 
cient financial standards. 

Do you know that while you may be boasting about 
the simplicity and effectiveness of your accounting 
records, that the state authorities or community-chest 
organizations are actually discussing the validity and 
truth of the figures in your statements? I think I have 
sufficient information to state that this situation is 
already causing much concern and may bring about 
very drastic measures unless we wake up. 

Imagine a surgeon in any operating room casting 
aside with scorn an electric surgical unit and glorious- 
ly taking out an old rusty pocket knife to operate 
with. Ridiculous! Well in my mind there is as much 


difference between the two systems of bookkeeping as — 


there is between the two cutting instruments just re- 
ferred to. 

With a properly set up accounting system of books 
of original entry such as voucher, cash receipts, check, 
petty-cash registers, and a subdivided journal the gen- 
eral ledger accounts being laid out according to a chart, 
organized in prevision of cost analysis, very import- 
ant factors can be brought to the attention of the 
superintendent, in time for action. Expenses can be 
controlled continuously by the purchasing Sister and 
supervised by the superintendent. Departmental 
methods can be studied very closely with or without 
the knowledge of supervisors, and when statistical data 
are required to demonstrate publicly or privately that 
our hospitals are being economically operated and are 
contributing more than their reasonable quota to pub- 
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lic charity, then a scientific cost system is above valua- 
tion. 

When summing up our cost analysis, we know what 
the costs are of: 

1. Board and care of paying patients, municipally 
accepted indigents and free patients, in six different 
sections of the hospital. 

2. Special therapy to paying patients and to muni- 
cipally accepted indigents and also to in- and out- 
indigents. 

The tables which have been distributed to you are 
actual statements of the performance of four months’ 
activities. Audit readjustments have not yet been 
made. These are frankly presented as our answer to a 
need of our own, which may possibly occur in other 
hospitals of the Association. 


TABLE I. General Operating Results 





— ~ 














Earnings Cost 
EE ah anee kn kueae $39,520.03 $ 42,317.25 $ 2,797.22* 
EE -H656600ieesenxes 26,071.93 26,793.21 721.28* 
ES seid Salen Ss eewe 65,591.96 69,110.46 3,518.50* 
Special Therapy......... 21,982.59 47,564.05 25,581.46* 
RE See eee $87,574.55 $116,674.51 $29,099.96* 





*Loss. 





Table I gives the general operating picture of the 
period. This is not a profit-and-loss account, as special 
revenue such as donations, provincial grants, or the 
unused share of Sisters’ salaries do not figure in the 
earnings. We are required by provincial directions to 
include in our costs, the salaries of Sisters at the com- 
mon rate of lay help for corresponding work. The 
credit is posted to the motherhouse account as a debt. 
Personal expenses such as clothing, dentist’s fee, 
traveling for personnel, not hospital reasons are 
charged against this motherhouse account. The balance 
may be turned in as donations from the community 
but it would be advisable, if possible, to use this as a 
building fund for future expansion or large additions 
to equipment. 

This table gives at a glance the financial perform- 
ance in the three avenues of earning and expense. Im- 
mediately the administration wishes to know the rea- 
son why the deficit for rooms is greater than the deficit 
of the public wards which have free patients. Before 
going any further, the percentage of occupancy should 
be produced and compared with the total results. 

The enormous deficit of special-therapy departments 
is just the figure that an institution must produce from 
time to time to those who go about crying and wailing 
that hospitals are making enormous profits. 

For many reasons it is advisable to know what the 
out-patient is costing the hospital in comparison with 
the lying-in patient. If there happens to be an out- 
patient unit, this is readily ascertained, but if all 
activities are intermingled, this means work for the 
accountant. Table II shows the segregated cost and 
earnings, and brings out the fact that the costs figure at 
84 per cent for the in-patient and 16 per cent for the 
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TABLE II. Segregated Earnings and Costs 








Earnings 


Cost Net 





In Out Total In 


Out Total In Out Total 





$65,591.96 
21,982.59 


Rooms and Wards $65,591.96 $69,110.46 


Special Therapy 15,327.90 $6,654.69 


28,321.78 $19,242.27 


$ 69,110.46 $ 3,518.50* 
47,564.05  12,993.88* 


$ 3,518.50* 


$12,587.58* 25,581.46* 





$6,654.69 $87,574.55 


$80,919.86 


Total 


*Loss. 


$97,432.24 $19,242.27 


$116,674.51 $16,512.38* $12,587.58* $29,099.96* 








TABLE III. Segregated Earnings and Costs Continued 








Earnings 


Cost Net 





Pay Municipal Total Pay Municipal 


Free Total Pay Municipal Free Total 





Rooms— 
General $35,125.53 
Obstetrics 4,139.00 
Pediatrics 255.50 
Subtotal 39,520.03 
Wards— 

General 
Obstetrics 
Pediatrics 
Subtotal 


$35,125.53 $36,403.52 
4,139.00 5,620.87 
255.50 292.86 
39,520.03 42,317.25 


8,263.00 
2,422.00 
6,909.93 
17,594.93 


13,913.97 
2,912.60 
9,245.36 

26,071.93 


4,054.00 

103.00 
1,328.60 
5,485.60 


4,898.89 

274.04 
1,659.35 
6,832.28 


9,015.08 
2,638.56 
7,586.01 
19,239.65 


$1,277.99* 
1,481.87* 
37.36* 
2,797.22* 


$36,403.52 
5,620.87 
292.86 
42,317.25 


$1,277.99* 
1,481.87* 
37.36* 
2,797.22* 


441.61* 
819.30* 
539.63 

721.28* 


752.08 
216.56 
676.08 
1,644.72 


844.89 
171.04 
330.75 
1,346.68 


2,038.58* 
1,206.90* 

467.20* 
3,712.68* 


2,038.58 
1,206.90 

467.20 
3,712.68 


14,355.58 
3,731.90 
8,705.73 

26,793.21 





Total $46,352.31 $19,239.65 $65,591.96 $47,802.85 $17,594.93 


*Loss. 


$3,712.68 $69,110.46 $1,450.54* $1,644.72 $3,712.68* $3,518.50* 





out-patient while the losses stand at 57 per cent and 
43 per cent, respectively. 

In Ontario, the municipalities pay for the indigents, 
accepted by them at the rate of $1.75 a day, not in- 
cluding the day of discharge or death. The hospital is 
required to render all special therapeutical service 
without further charge. In drawing up Table III it has 
been assumed that the municipal rate is to cover the 
cost of maintenance and that special therapy is a free 


service to municipality accepted indigents. 


Here we have the three classical divisions of main- 
tenance: i.e., general, obstetrics, and pediatrics. The 
only section producing a slight profit is that of the 
wards. By referring to the percentage of occupancy, 
the administration immediately knows where to in- 
vestigate if occupancy has been normal. The detailed 
statement of expense by departments may show it. It 
would be out of proportion with the limits of this 
paper to produce this statement, the main object being 
to indicate the process of analysis. 





TABLE IV. Departmental Operating Results 








Earnings Cost Net 


Net 





In Out Total In Out Total In Out Total 


Pay Free 





Pharmacy: 
Pay 


Free 945.08 


1,505.52 945.08 2,450.60 1,505.52 2,450.60 


$ 2,288.70 $1,387.13 $ 3,675.83 $ 5,417.50 $ 3,201.42 $ 8,618.92 $ 3,128.80 $ 1,814.29 $ 4,943.09 $4,943.09 


$ 2,450.60 


Subtotal 


Laboratory: 


Pay 
Free 
Subtotal 
Urology: 
Pay 
Free 
Subtotal 


2,288.70 1,387.13 3,675.83 6,923.02 4,146.50 11,069.52 4,634.32 2,759.37 7,393.69 


134.84* 
169.38 
34.54 


964.77* 
995.93 
31.16 


1,099.61* 
1,165.31 
65.70 


1,099.61* 
1,165.31 


286.66 
169.38 
456.04 


2,310.89 
1,165.31 
3,476.20 


421.50 2,024.23 
995.93 


3,020.16 


2,989.00 3,410.50 


2,989.00 421.50 3,410.50 


895.38 
372.59 
1,267.97 


306.22 
174.84 
481.06 


589.16 
197.75 
786.91 


420.97 
174.84 
595.81 


329.50 803.91 
197.75 


1,001.66 


1,224.88 
372.59 
1,597.47 


214.75 114.75 


214.75 114.75 329.50 


Physiotherapy: 


Pay 
Free 
Subtotal 
X-Ray: 
Pay 
Free 
Subtotal 
Operating 
Room: 
Pay 
Free 
Subtotal 
Dressings: 
Pay 
Free 
Subtotal 


Out-Clinic: 


Pay 
Free 
Subtotal 


Total 


*Profits. 


39.50 
606.10 
645.60 


55.30 
971.80 
1,027.10 


459.80 
365.70 
825.50 


1,045.00 
606.10 
1,651.10 


15.80 
365.70 
381.50 


1,449.50 1,504.80 
971.80 


2,476.60 


444.00 1,005.50 


444.00 1,005.50 1,449.50 
61.00 
1,116.16 


1,177.16 


72.04 
1,095.68 
1,167.72 


133.04 
2,211.84 
2,344.88 


5,550.50 2,736.50 
1,116.16 


3,852.66 


2,947.04 
1,095.68 
4,042.72 


5,683.54 
2,211.84 
7,895.38 


2,675.50 2,875.00 


2,675.50 2,875.00 5,550.50 


193.98 
396.50 
590.48 


773.60 
396.50 
1,170.10 


9,131.52 
3,705.75 
12,837.27 


2,951.62 
3,309.25 
6,260.87 


3,145.60 
3,705.75 
6,851.35 


579.62 5,985.92 8,357.92 3,145.60 


3,309.25 
11,667.17 


5,406.30 


5,406.30 579.62 5,985.92 
629.77* 
353.23 


276.54* 


98.81* 629.77* 
100.31 


1.50 


530.96* 
252.92 
278.04* 


59.89 
100.31 
160.20 


838.58 
353.23 
1,191.81 


778.69 
252.92 
1,031.61 


1,309.65 158.70 1,468.35 


1,309.65 158.70 1,468.35 


112.49 
6,907.31 
7,019.80 


112.49 
6,907.31 
7,019.80 


112.49 112.49 
6,907.31 


6,907.31 


6,907.31 


112.49 112.49 6,907.31 





$15,327.90 $6,654.69 $21,982.59 $28,321.78 $19,242.27 $47,564.05 $12,993.88 $12,587.58 $25,581.46 $7,443.03 $18,138.43 
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TABLE V. Recapitulations of Earnings and Costs According to Classes of Service 











Earnings Cost Net 
Pay Municipal Total Pay Municipal Free Total Pay Municipal Free Total 
Rooms $39,520.03 $39,520.03 $42,317.25 $ 42,317.25 $2,797.22* $ 2,792.22* 
Wards 6,832.28 $19,239.65 26,071.93 5,485.60 $17,594.93 $ 3,712.68 26,793.21 1,346.68 $1,644.72 $3,712.68* 721.28* 
Subtotal 46,352.31 19,239.65 65,591.96 47,802.85 17,594.93 3,712.68 69,110.46 1,450.54* 1,644.72 3,712.68* 3,518.50* 


20,578.55 
8,847.07 
29,425.62 


15,327.90 
6,654.69 
21,982.59 


15,327.90 
6,654.69 
21,982.59 








“Out »” 
Subtotal 
























7,743.23 28,321.78 5,250.65* 7,743.23* 12,993.88* 
10,395.20 19,242.27 2,192.38* 10,395.20 12,587.58* 
18,138.43 47,564.05 7,443.03* 18,138.43* 25,581.40* 











Total $77,228.47 $17,594.93 


*Loss. 


$68,334.90 $19,239.65 $87,574.55 








$21,851.11 $116,674.51 $8,893.57* $1,644.72 $21,851.11* $29,099.90* 














TABLE VI. Departmental Elements of Cost, Including Scheme of Divisions and Distribution 














Nursing Out Other Departments Total 
School O.R. Clinic Not Recorded Here All Depts. 
Fixed 
DEE ci cciehudendneaeehenneanad an eanee $ 1,585.88 $1,808.48 $ 198.68 $ 22,480.00 
eck cae cdeekabahneeceedink whee 15.00 482.20 
ns cing sek cReh eh heeieene jeeae 186.72 136.36 47.40 1,937.24 
aa de Cae ees dene ain” ek adic 308.76 406.32 50.80 15,610.40 
I I oo 5.55 a intake ok saan waaneiehee 188.28 41.76 20.92 900.20 
So vincin cnedeccecnsectseeeccncee 2,269.64 2,407.92 317.80 41,410.04 
ries—Gen. ....... ERE ERE en RA Pepa 2,241.32 480.00 520.00 13,989.32 
ES ae Sats ak asin ae wate ice aces 2,473.32 460.00 1,740.00 14,497.32 
i asec daah ene sewn enseenne eee 6,787.14 225.31 73.78 11,932.31 
Eat RR tt RAC 2,880.83 326.21 456.31 9,871.71 
SLSR Sy a ee aoe 1,959.30 213.60 26.63 11,191.17 
Be Se TI iio 5 ann cca cicsscsaccicccces 16,341.91 1,705.12 2,816.72 61,481.83 
EY Ge CE oi ckd ce edasnaneessesndcean 18,611.55 4,113.04 3,134.52 102,891.87 
SE, «sth south} aankdude 600s einest 540 8bteke se 19.20 2,715.03 137.15 12,771.64 
EEE Ro ee ee Se ee Ree ee ee ee 13,604.92 
te a ae nes eae Ma sienae. orabar ae 6,806.15 
ELS APS SEGAL Senet Sree ee Nee 2,789.70 
EEE A ee 12,318.06* 
Te eal cas 2,025.00 6,112.24 
ea ieee ada ween hae 2,457.26 2,210.11 29,259.87 
Less Credits to Laundry and Nursing School.......... 35,372.11* 
crn ccescddanedasesadwanusesics 9,871.71* 
ec cici tech cbhaenedewensedbeaseds 2,044.20 5,172.29 2,347.26 13,782.64 
ccc bccccensueedteud Sodestndews 
Sf EE es 41,220.32 
ee ian nce we ee PCR OERGAENSN. BAUS 20,655.75 9,285.33 5,481.78 116,674.51 
Se Ue kc knaccevekesdcsececcass 8,604.12 3,551.94 1,538.02 41,220.32* 

















ik 6 ceenceckenstiendlestieaeksees $29,259.87 





*Loss. 


$116,674.51 


$12,837.27 $7,019.80 











The combined profits of pay and municipal patients 
have been swamped by the cost of free patients in the 
wards to the amount of $721.28 which when added to 
the loss of rooms gives a net loss of maintenance of 
$3,518.50. 

Table IV shows that the dressing-supply department 
is the only one to have a net profit, the amount being 
$276.54. On the whole, free work is the most important 
element of loss. Pay patients have failed to cover their 
expenses to the amount of $7,443.03. Lying-in and out- 
patients share the responsibility 50-50. 

Table V is a general recapitulation of the operating 
earnings and costs. Its condensed form contains in the 
same order the findings of Table III and IV. 

If it is desired to scrutinize more thoroughly the 
elements of cost before going into the study of a read- 
justment in rates, the departmental cost-analysis sheet 
contains the necessary data. Table VI is an extract of 
this summary and is given here to illustrate the separa- 
tion of ready-for-service and service costs. When com- 
paring monthly performances, attention is first di- 
rected to the ready-for-service total, which should not 











vary very much unless something unusual has hap- 
pened, which must be explained. 

Cost figures will have a comparative value when re- 
duced to unit costs. Inasmuch as maintenance is con- 


' cerned, the popular unit seems to be the patient day, 


provided everybody agrees on the meaning of a pa- 
tient day. 

The other units are far from being universally ac- 
cepted. For instance, what should be the unit of X-ray 
service? The film, treatment, or hour? Let us hope 
that our national and international organizations will 
in the near future get expert consultations in this 
matter and establish what the correct comparable 
units should be for special therapeutical departments. 

The following units of costs have been calculated 
taking as basis the patient day as defined by the pro- 
vincial departments of health for the hospitals of 
Ontario. The day of admission is counted as a full 
day. The day of discharge or death is not counted. 
The one-day stays are not counted. 

In figures of four months we have in one hospital 
the following figures: 
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Cost per patient day for private and semiprivate rooms: 
general, $3.10; maternity, $2.25; pediatrics, $9.15. 

Cost per patient day for public wards (paying patients): 
general, $1.54; maternity, $0.97; pediatrics, $1.46. 

Cost per patient day of municipally accepted patients for 
board and care: general, maternity, and pediatrics combined, 
$1.53. 

Cost per patient day of municipally accepted patients in- 
cluding special-therapy and operating-room charges, $2.26. 

Cost per patient day of indigents and free patients, all in- 
clusive, $2.86. 

If statistics of this kind were available from a num- 
ber of hospitals, our associations could build up a very 


O one who had devoted time and attention to 
N the problems confronting the nursing profes- 

sion can fail to realize that it is entering a 
new phase in its development.* Nursing education has 
reached the stage in which the old system, with its 
emphasis oni production, needs to be replaced by pro- 
fessional system with emphasis on college education. 
In the presence of the continually advancing require- 
ments for higher education, it seems obvious that, the 
closer the union between the nursing-school curriculum 
and the university courses, the better for the student 
nurses. For the purpose of bringing about a more com- 
plete relation between the schools of nursing and 
universities, many schools have achieved some plan of 
affiliation. 

Nursing education is, of necessity, influenced by 
many factors and conditions. Among these influencing 
factors might be included: (1) Entrance requirements, 
(2) The financial relation of the school with the hos- 
pital, (3) The faculty of the school, (4) The curric- 
ulum, (5) The student body. Moreover, the school of 
nursing is an institution operating, not independently, 
as other schools, but in connection with a hospital 
which serves as a laboratory. Hence, to the above in- 
fluencing factors, we must add the relation of the 
school to ward work and to the medical staff. 


Entrance Requirements 

The first factor in nursing education is entrance 
requirements. In a series of reports by the Committee 
on the Grading of Nursing Schools, it is made evident 
that, instead of a shortage of nurses there is really a 
large oversupply. If the normal ratio of nurses to pro- 
fessional demands is to be obtained, it can be accom- 
plished only by raising the entrance requirements, ad- 
vancing the educational standards, and graduating 
nurses who possess, on the average, superior qualifi- 
cations to those who have already been graduated. 

The standarf curriculum advises that applicants for 


*Read at the 17th annual convention, C. H. A., Villanova, Pa., June 21-24, 
2. 
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strong case in favor of more support from public funds. 

This may sound like a Chinese puzzle. However, it 
operates with satisfaction and in each case is the part- 
time work of one Sister. The system is being operated 
for the first year under very trying circumstances on 
account of changes in personnel and yet, we hope to 
be able to furnish a serious contribution to a future 
standard system of cost accounting for hospitals, 
which I hope will evolve from the combined studies 
of associations such as the Catholic Hospital Associa- 
tion of the United States and Canada and the Ameri- 
can Hospital Association. 


entrance into a school for nurses should present evi- 
dence of graduation from a four-year high school. 
Though in some cases mere graduation from a high 
school may mean very little, it is our best rod of 
academic measurement, and should stand, for two rea- 
sons: (1) It gives a somewhat equal level of back- 
ground as a foundation; (2) It eliminates candidates 
who are lacking in academic preparation, ability, per- 
severance, and ambition. 

It is highly advisable, however, that requirements 
higher than mere graduation from high schoo! be de- 
manded. High-school credits should be evaluated, and 
a standard average should be required. If affiliation 
with a college or university is planned or established, 
the academic requirements should, of course, be the 
same as those of that particular university. Some 
schools demand a minimum age limit of twenty years 
and two years of college training. 

We are here primarily concerned with the educa- 
tional requirements, but it is evident that health and 
general aptitude should also be considered in deter- 
mining the fitness of applicants. As further develop- 
ment is reached in the use of standard personality 
tests and aptitude tests, schools of nursing will, in all 
probability, avail themselves of those added guidances 
in the selection of students. From whichever angle we 
study the question, certain it is that we cannot expect 
to turn out high-grade graduate nurses if we are not 
very particular and exacting in the kind of girls we 
admit to our schools of nursing. 


The Financial Relation 

The second important factor in nursing education is 
the financial relation of the school with the hospital. 
It is necessary that sufficient income be assured to 
operate the nursing school so as to satisfy advanced 
educational standards. The income may come from 
various sources: (1) tuition fees, (2) endowment, (3) 
budget. The practice of giving allowances seems to be 
discontinued, especially in schools which have univer- 
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sity affiliation. In fact, some of these schools are in- 
troducing the practice of requiring tuition fees from 
their students. Some schools deduct the university 
fees from the students’ allowance. 

St. Vincent’s School of Nursing, Portland, Oregon, 
is affiliated with the University of Oregon through the 
extension division. Each student nurse pays a fee of 
$11 a quarter, held in the office out of her monthly 
allowance, which is $5 a month. The students, there- 
fore, receive practically no allowance, as it takes more 
than $15 a quarter to pay tuition, to buy books, and 
to pay car fare. 

The Creighton Memorial St. Joseph Hospital School 
of Nursing, affiliated with Creighton University, in 
Omaha, Nebraska, charges a fee of $85 for the pre- 
liminary term. This fee includes, besides other items, 
the university matriculation fee. No monthly allow- 
ance is given. The school does not possess an endow- 
ment, but salaries for the faculty from the university 
are paid according to the number of hours of teach- 
ing, which reduces this item of expense considerably. 
The St. Joseph School of Nursing, affiliated with De 
Paul University, Chicago, deducts $30 tuition from the 
students’ monthly allowance. In Milwaukee, the Cen- 
tral School is financed by an entirely different plan: 
Each hospital represented in the school keeps two 
senior students in the City Emergency Hospital, for 
which service the city provides a fund for the school. 
For schools which have an endowment, the problem is, 
of course, considerably simplified. The Vanderbilt Uni- 
versity School of Nursing was established by means of 
an endowment and is maintained on that plan. In gen- 
eral it appears as though the budget system must be 
resorted to in nearly all cases, so as to cover either the 
whole or a part of the affiliating expenses. 


The Faculty 

The third factor influencing nursing education is the 
faculty. The school of nursing is a peculiar organiza- 
tion insofar that, though designed to fulfill two dis- 
tinct purposes of entirely different natures, it is gen- 
erally directed by a single administrative body. Be- 
cause of this fact it is essential that those who are 
responsible for the organization and direction of the 
school unite within themselves a rare combination of 
qualities and qualifications. The committee for the 
Study of Nursing Education, in a report of the tenta- 
tive standards of a school seeking university affiliation 
sets forth the following standards relative to the organ- 
ization of the faculty and its powers: 

1. That the faculty should be organized on a basis 
recognized by the university faculty membership; that 
other appointees not qualified for faculty rank may 
be considered members of the educational staff, but 
they must qualify by further academic preparation 
for promotion to faculty rank. 

2. That the faculty should have the power to pre- 
scribe the curriculum and the conditions under which 
students live and work in hospitals, such as hours of 
duty, length of assignments in various services, super- 
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vision of the students at work and in residence. 

3. That the faculty should have the power to recom- 
mend students for degrees and diplomas. 

With regard to the academic preparation of the 
various members of the faculty it prescribes for the 
principal of the school of nursing: (a) Academic quali- 
fications entitling her to the same rank as the heads 
of other schools or departments in the college or uni- 
versity with which connection is sought. (6) Gradua- 
tion from an accredited nursing school. (c) Registra- 
tion in the state in which the school is located. (d) 
From three to five years in educational and adminis- 
trative experience in schools of nursing. 

It prescribes that the assistants, instructors, super- 
visors, and head nurses should have graduation from 
a four-year high school, graduation from an accredited 
nursing school, registration in the state in which the 
school is located, experience in private duty and gen- 
eral duty, and previous educational and administrative 
experience. To this the assistants, instructors, and 
supervisors should add at least two years of college or 
normal-school work. 

With regard to the faculty rank it advocated that 
all members of the faculty should qualify academically 
for the rank to which they are entitled ; that the teach- 
ing load should be not more than three major subjects. 

Hours. On the basis of a 48-hour week for all mem- 
bers of the faculty, it is understood that two hours of 
preparation should be allowed for each hour of class 
instruction, the teaching shall be of college grade and 
worthy of college credit. A comparative study of the 
curricula of various schools affiliated with universities 
shows that most schools have fifteen hours as the basis 
for their various courses. 


The Curriculum 
Undoubtedly, one of the most vital factors influenc- 
ing nursing education is the curriculum. In schools 
affiliated with universities one of the principal ad- 
vantages of affiliation is that certain subjects are 
taught by members of the university staff. The fol- 
lowing plans of affiliation have been selected to show 


the various methods adopted in the schools of nursing. 


In the St. Vincent’s School of Nursing, Portland, 
Oregon, affiliated with the University of Oregon, the 
first quarter of the students’ time is spent at the medi- 
cal school at the expense of the student. During the 
remainder of the course the first-year students take 
three 2-hour periods a week, the second-year students 
take three 2-hour periods a week, in the evening, and 
the third-year students take two 2-hour periods and 
one 1-hour period. In addition to lectures and labora- 
tory work at the medical school, each student is re- 
quired to spend at least one hour at study in the 
nursing-school library on the days that she goes to the 
university, and two hours on all other days, except 
Saturday and Sunday, when she may use her half-day 
as she wishes. 

Under the program prepared by the University of 
Washington for schools of nursing, the students at- 
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tend the university for four quarters, studying English, 
chemistry, physics, physiology, bacteriology, psychol- 
ogy, anatomy, nutrition, and history of nursing. The 
next two and a half years the student spends at the 
hospital, making application of these sciences to nurs- 
ing. All hospital classes and ward practice function 
on a university basis and carry credit toward a uni- 
versity degree, in place of the 45 units of blanket 
credit previously allowed. During the hospital period 
the student also carries, in addition to her nursing 
subjects, courses in bacteriology, nutrition, sociology, 
and chemistry. There must be very careful correlation 
of lectures and ward practice in the same subject, and 
constant integration with university work. At the con- 
clusion of the hospital period, the student nurse re- 
turns to the campus for two more quarters of univer- 
sity work, at least, twenty credits of which must be 
in social sciences, literature, history, or languages. 

In the Creighton Memorial St. Joseph Hospital 
School of Nursing, Omaha, Nebraska, a twofold curri- 
culum is offered : a three-year course equivalent to that 
given by other schools of nursing, and leading to a 
dipioma of graduate nurse, issued by the university 
and qualifying the graduate nurse for the usual state- 
board examination as a registered nurse; a’ five-year 
curriculum in arts and nursing, leading to the degree 
of bachelor of science in nursing, and an R.N. diploma. 

The first semester devoted to preliminary courses 
of instruction is given at the university. Throughout 
the course, members of the university staff conduct 
classes at the school of nursing. The university lends 
assistance in the standardization of courses and recog- 
nizes those that have been standardized by granting 
reciprocally interchangeable credits. 

The curriculum of the Mercy and St. Bernard hos- 
pitals, affiliated with Loyola University, in Chicago, 
divides the year into quarters designated respectively 
as the autumn, winter, spring, and summer quarters. 
Formal scheduled classroom work is assigned only for 
the first three quarters, so that classes will not be 
missed because of vacations. The big load of laboratory 
and didactic work is put into the first year, requiring 
three hours of formal instruction daily except Sunday 
during the three quarters. This makes it possible to 
cover the clinical instruction of the junior and senior 
years by scheduling only one hour daily for lectures, 
thus eliminating any valid excuse for evening classes. 
In the practical work a schedule is arranged, so that 
the student may be assigned to those duties for which 
previous instruction and experience has fitted her. 

In St. Louis, the St. Mary’s, St. John’s, and the 
Alexian Brothers’ hospitals have been affiliated with 
St. Louis University. The courses offered are, as with 
those of the Creighton University in Omaha, twofold: 
a three-year course equivalent to that given by other 
schools of nursing, and leading to a certificate of grad- 
uate in nursfng issued by the university and qualify- 
ing the graduate for the usual state-board examina- 
tions as a registered nurse. This course will carry 
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approximately 75 hours of collegiate credit; a five- 
year curriculum in arts and nursing leading to the 
degree of bachelor in nursing and the certificate of 
graduate in nursing. 

Hospital-College Relations 

In the relationship, the university makes itself re- 
sponsible for: (1) the administration of the school; 
(2) the curriculum in all its details, including the 
strictly nursing subjects; (3) appointment of all in- 
structors who will all be members of the university 
faculty; (4) the admission standards and the actual 
admission of students; (5) the professional develop- 
ment of each of the students. 

The hospital, on the other hand, agrees to make 
itself responsible (1) for adequate domestic and recrea- 
tional facilities; (2) the program in nursing practice ; 
(3) the personal, and especially the spiritual develop- 
ment of each of the students. 

For the purpose of carrying out more fully its share 
of the responsibility, the university has put at the 
disposal of the nursing schools the facilities of the 
laboratories. Accordingly, all subjects in the curric- 
ulum susceptible of laboratory teaching are actually 
given in the school of medicine. 

The Passavant Memorial Hospital of Jacksonville, 
Illinois, gives the following report of its affiliation with 
McMurray College: “The student nurses go to the 
college for the following subjects in their first and 
second years: bacteriology, biology, psychology, and 
chemistry. After successfully passing their examina- 
tions they receive college credits for these subjects, 
which total approximately one-half year’s college 
credit. The college also allows one year’s credit for 
the nurses’ training which makes in all one and one- 
half year credit to apply on a bachelor of arts degree. 
The students enroll with the college students and are 
taught in the same classes by college professors. 
McMurray College also offers a combined college and 
nursing course; three years in the college and two 
years at Passavant Memorial Hospital, which entitles 
graduates to a bachelor’s degree and prepares them for 
the state-board examinations.” 

In the St. Francis Hospital School of Nursing, 
Evanston, Illinois, the following plan has been 
adopted: The curriculum is in accordance with that 
prepared by the committee on Education of the Na- 
tional League of Nursing Education. 

In addition to the regular curriculum the students 
are offered opportunity to attend college courses given 
by regular members of the faculty of Loyola Univer- 
sity. These courses include sociology, psychology, 
social ethics, psychiatry, logic, English, and other 
electives, and are given at the St. Francis School of 
Nursing. Three courses for a major credit each, are 
offered each year. In addition to full credit for these 
courses, Loyola University allows one year’s college 
credit for the regular training course, which makes it 
in all two years’ credit toward a degree of bachelor of 
science. 
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The Student’s Welfare 
Another essential factor in nursing education is the 


student body. No education, however, can be con- 
sidered complete if it be measured only in terms of 
credits and completed courses. The very nature of the 
student nurse’s work make- it necessary that cultural 
and social opportunities be furnished side by side with 
academic and practical instruction. 

Many schools have undertaken social activities of 
various kinds — athletics, arts, literature, speech, and 
other forms of professional and religious activities. All 
these satisfy the demand for play and amusement; 
they give an outlet for superfluous energy; they de- 
velop muscles and nerves; they give assurance and 
poise. Where close connection between the hospital 
and the university are achieved, many opportunities 
for social activities will be offered to the student, and 
the problem of cultural background will thus be more 
easily solved by the nursing school. 

Thus far I have considered the factors influencing 
nursing education: (1) entrance requirements; (2) the 
financial relation of the school with the hospital; (3) 
the faculty of the school; (4) the curriculum; (5) the 
student body. In summarizing the data of the paper, 
I might mention the opinion that, on the whole, the 
general trend of nursing education is toward affiliation 
of nursing schools with colleges or universities. The 
1932 directory of schools of nursing gives the follow- 
ing report: 

“One hundred and thirty-six institutions, 32 in 
Canada and 104 in the United States, state that they 
have secured affiliation with collegiate or university 
institutions of learning, while seven schools, two in 
Canada, and five in the United States report that they 
are at the present time negotiating for such affilia- 
tion.” 

The ever-increasing number of hospital nursing 
schools seeking university affiliation testify to the 
popularity of the movement. Undoubtedly, the ad- 
vantages of such affiliation are numerous. Union be- 
tween hospital and university provides a superior edu- 
cation for the student and offers to her the opportun- 
ities which the nursing school alone could never fur- 
nish; it gives a broad cultural background and a more 
thorough scientific foundation to the student, and, be- 
cause of this, attracts the more ambitious and capable 
women to the profession. 

While university affiliation does, of necessity, im- 
pose some problems upon the hospital, on the other 
hand, it relieves that institution of much of the re- 
sponsibility regarding the academic education of the 
nurse. 

In view of the many advantages of university affil- 
iation and in order to solve some of its difficulties, 
some have suggested the establishment of central col- 
leges for nurses. These colleges would be entirely in- 
dependent of any hospital in the center, while main- 
taining affiliation with them all. The plan would in- 
crease the prestige of our Catholic hospitals and nurs- 
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ing schools. At the same time, it would give the aspir- 
ants to the nursing profession the opportunities for 
advanced educational facilities so necessary at the 
present time. 


ST. JOSEPH’S HOSPITAL 
Glace Bay, N. S., Canada 


St. Joseph’s Hospital, Glace Bay, Nova Scotia, has just 
issued its annual report and it contains, as usual, much inter- 
esting information concerning this, the oldest hospital in east- 
ern Nova Scotia and the first to be standardized. The financial 
statement shows that, nothwithstanding that the community 
in which it is located, a community of workmen, passed 
through a very severe period in the world-wide depression, the 
institution had a very successful year showing that its clientele 
are prepared to make great sacrifices on its behalf. 

An interesting feature of the statement is the announce- 
ment that the hospital is out of debt. The president of the 
board of trustees, Rev. C. W. MacDonald, states in his fore- 
word: “In the report of last year the hope was expressed that 
our indebtedness would be completely wiped out at no distant 
day, and it is gratifying to report now that this hope has been 
realized sooner, perhaps, than was anticipated, as it will be 
seen by the financial statement that for the first time in over 
thirteen years we are out of debt. With a greatly reduced 
income, it was by exercising such a measure of rigid economy 
as was not inconsistent with maintaining the efficiency of the 
institution that this has been accomplished. Standardization 
has again been granted and this is our guarantee of continued 
efficiency.” 

Conditions did not permit any outlay beyond the upkeep 
of the building but early in the year, on the invitation of the 
Sisters of St. Martha, the chief architect of the government's 
health department at Ottawa made an inspection of the 
building with a view to additional hospitalization facilities. 
He prepared plans for two large additional wings, but before 
undertaking this work a large building fund will have to be 
created. 

Near the end of the year an important addition to the 
X-ray department was negotiated for. This, which will be in- 
stalled in the month of January, provides for a complete 
X-ray set-up, consisting of an improved transformer and the 
latest model of an X-ray fluoroscopic and stereoscopic table. 
This further addition gives St. Joseph’s Hospital an X-ray 
equipment equal to the best in Canada. 

The executive board comprises Rev. C. W. MacDonald, pres- 
ident, Neil J. Gillis, secretary; Sister M. Rita, treasurer; John 
A. Macdougall, and Rev. M. A. MacAdam. Sister M. Rita, 


.R.N., is superintendent, and Sister Paul of the Cross, R.N., is 


’ 
directress of nurses. 


1931 GRADUATES, ST. JOSEPH’S HOSPITAL, 
GLACE BAY, N. S., CANADA 
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VOCATION NOVENA 


We suggest early preparations for the Novena 
preparatory to the Feast of Christ the King. The Com- 
mittee on the Adequacy of the Number of Vocations 
has determined again to invite our Catholic hospitals 
and schools of nursing to hold this Novena which 
proved so popular and successful a year ago. The Feast 
this year will be on October 30; the Novena, therefore, 
must begin on October 21. We propose to publish in 
the October number of Hosprrat Procress a series of 
typical programs as these were carried out in our 
various hospitals last year. It is not too early to urge 
the nurses and the members of the hospital staffs to 
make this Novena of prayer for the promotion of one 
of the apostolic activities most dear to the Sacred 
Heart of our Blessed Savior, the stimulation of voca- 
tions to our Religious Sisterhoods. — A. M.S., S.J. 


CATHOLIC PHYSICIANS’ GUILDS 


Ever since the Holy Father’s encyclical On Cath- 
olic Action, in which he gives a definition of Catholic 
Action and points out that it consists not merely of 
personal holiness but also of a true apostolate, we have 
come to look upon the words Catholic Action as 
embodying a motto, a program, and a battle cry. The 
hospital has countless opportunities for exercising both 
in an individual and in a corporate way the apostolate 
which our Holy Father held up to us as the ideal of 
Catholic life. Of these many forms, however, perhaps 
none is more important and far-reaching than the 
Catholic Action on the part of the hospital’s staff. 

It is unnecessary in this place to point out the im- 
portance of developing a strong Catholic medical 
profession as an aid in the sustaining of the life of the 
Church in intellectual, scientific, and social welfare 
groups. The Church has contributed many illustrious 
names in all countries and at all times to medical 
science and the sons of the Church who have dedicated 
themselves to the service of suffering humanity have, in 
their turn, stood before an admiring world as beacons 
of enlightenment, as pillars of unshaken truth, as 
heroes of scientific progress. And yet the suspicion is 
perhaps still too widespread, unfounded as it is, that 
a man to be a good medical man must bid farewell to 
his faith, that he'‘must neglect his prayers and practices 
and that he’ must liberate himself from the supposed 
restraints ofsreligious belief. 

To give to Catholic physicians encouragement 
through intellectual and social contact; to give incen- 
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tives for progressive excellence in their professional 
life and to contribute mutual strength by association, 
the Catholic Physicians’ Guild was organized. The first 
guild soon outgrew its cradle until today in many of 
the cities of our country Catholic Physicians’ Guilds 
are being formed. In the recent manifesto in which 
are described the aims and objects of the Guild two 
passages from Cardinal Newman’s /dea of a University 
are quoted as embodying the purposes of this organ- 
ization. In the first of these the great Cardinal points 
out that “There cannot be a worse calamity for Cath- 
olic people than to have its medical attendants alien 
or hostile to Catholicity; there cannot be a greater 
blessing than when they are intelligent Catholics who 
acknowledge the claims of religious duty and the sub- 
ordinations and limits of their own functions.” A strik- 
ing passage this, which holds up for our apostolate the 
importance of developing the Catholic Physicians’ 
Guild in Catholic institutions, in a Catholic environ- 
ment and with a Catholic spirit. 

And another quotation is no less replete with sug- 
gestive thoughts: “What is true in one science is 
dictated to us indeed according to that science, but 
not according to another science, or in another depart- 
ment. What is certain in the military art has force 
in the military art, but not in statesmanship; and if 
statesmanship be a higher department of action than 
war, and enjoins the contrary, it has no claim on our 
reception and obedience at all. And so what is true in 
medical science might in all cases be carried out, were 
man a mere animal or brute without a soul; but since 
he is a rational, responsible being, a thing may be ever 
so true in medicine yet may be unlawful in fact, in 
consequence of the higher law of morals and religion 
having come to some different conclusion.” It is true 
that this quotation raises many a problem both in the 
field of scientific research as well as of theological 
belief. But this much is certain that the fundamental 
thought which it exercises, that no merely human nor 
merely material science can lay claim to adequacy in 
the recognition of truth, is beyond all cavil or question. 

A Guild such as the Physicians’ Guild seems 
designed especially to stress and to put into practice 
the necessary relationship between medicine and theol- 
ogy. It is for these reasons that the last Convention 
unanimously resolved to indorse the Catholic Physi- 
cians’ Guild and that it resolved “to encourage the 
development of this organization and the extension 
of its membership requesting member institutions of 
the Catholic Hospital Association to aid in such exten- 
sion and development.” 

We hope that many of our hospitals may find it 
possible to make themselves centers for the formation 
and maintenance of Catholic Physicians’ Guilds. They 
can hardly give better evidence of their Catholic spirit 
than by active and enthusiastic zeal in the formation 
of such organizations and by recruiting member- 
ship for the Guild among their staff members. — 
A.M.S., SJ. 
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THE PURCHASE OF MEDICAL CARE 


The stimulation given recently to questions pertain- 
ing to medical economics by such organizations as the 
Committee on the Costs of Medical Care, the National 
Bureau of Economic Research, and the department of 
Medical Economics of the American Medical Associa- 
tion, has resulted in an increasingly large number of 
publications, to keep up with which might well occupy 
the leisure hours of many of us. It is becoming em- 
phatically clear that no one who desires to keep him- 
self well informed on medical progress can afford to 
ignore these valuable and stimulating contributions. 

Pierce Williams’ recent book, The Purchase of 
Medical Care Through Fixed Periodic Payments, is 
one of those publications which may be found from 
time to time in many fields of human endeavor and 
which, when they do appear, make the thoughtful 
reader realize how far a social trend or a scientific 
tendency has gone on before it succeeded in attracting 
to itself the attention of the masses. Pierce Williams 
is a member of the staff of the National Bureau of 
Economic Research and he undertook the study under 
the inspiration of the Committee on the Costs of 
Medical Care. The volume has an important bearing 
upon the financial policies of many of our hospitals. 
It is easy to reach the conclusion that many of the 
problems of health care can be solved by some form 
of an insurance plan as long as one reasons out the 
question in an abstract and impersonal manner. It is 


quite a different undertaking to put even an ideally 
perfect plan into successful operation. Mr. Williams’ 
opening chapter gives us a summary of the entire 
book and the succeeding twelve chapters supply 
the actual data upon which the summary rests. 
After pointing out that the Workmen’s Compensa- 


tion Laws in the United States, enforced as 
they are in all except four states, are but an 
illustration of some form of insurance against losses 
through industrial injury and occupational diseases 
compulsory in all industrialized countries, in the 
United States we have developed the scheme of “com- 
pany medical service” and in one specific industry, the 
Railroad Employee Hospital Association. There are 
other methods, however, by which medical services 
can be secured by a fixed payment and the plans under 
which they operate are, for the most part, modifica- 
tions of some insurance plan. Certain private group 
clinics, community health associations, nonprofit com- 
munity hospitals and medical benefit corporations have 
developed programs through which they supply com- 
plete or partial medical attention to their beneficiaries 
through payment of fixed premiums. Accident and 
health insurance, mutual benefit associations and 
trade-union benefit funds are not in reality forms of 
health insurance but rather plans for the protection 
against loss of income through sickness. 

Numerous diverse schemes for both real health pro- 
tection and the protection of income against loss 
through sickness have been developed in various 
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sections of the United States. Mr. Williams discusses 
several plans in operation in various mining districts 
and in the textile industry. When the many plans 
which have thus far been developed are examined for 
their social significance in terms of the number of 
persons benefited by them the totals are still dis- 
appointingly discouraging. The tabulation presented in 
the volume before us shows 670,000 employees in 
various industries in 21 states who are protected 
through some system of fixed-payment medical service. 
This represents, in all likelihood, less than one thirtieth 
of the employed persons who should be protected, 
scarcely 3 per cent. When one bears in mind that in 
the United States the campaign for compulsory sick- 
ness-insurance legislation began approximately in 1907, 
it must be confessed that the campaign must be rec- 
ognized as “relatively unsuccessful.” Mr. Williams 
admits “the static nature of voluntary sickness insur- 
ance in the United States and the slowness of new 
developments are facts of considerable social signi- 
ficance.” 

It is significant for our readers that sometimes 
hospitals are made part of the insurance plans either 
through direct relations with the agency developing 
the insurance plan or through direct contact with the 
beneficiaries of the plan. In this regard also a wide 
diversity of practice is noted by the author of this 
book. It may be thought significant, however, that even 
despite this diversity of plan no one single, generally 
acceptable method seems to have been found to be 
universally applicable and so we recommend to our 
readers that renewed and intensive study be given the 
question of hospital economics with reference to the 
group purchase of hospital facilities. Many of our 
hospitals have been approached as we know with plans 
and schemes. Many of these plans are intrinsically 
excellent, just, and sound; others we believe to be 
intrinsically undesirable and, unjust either to the 
hospital or to the beneficiaries and unbusinesslike in 
their underlying principles. But whether any particular 
hospital has been approached or not, it certainly seems 


. highly desirable that those to whom is intrusted the 


decision concerning such requests should be able not 
only to give a wise decision but should also be able 
to give an account of the reasons upon which such a 
decision rests. Today, more than at any other time, 
in the history of our hospitals, questions of economics 
are of commanding importance and sound economics 
only can assure the sound administration of construc- 
tive and progressive hospital policies. — A. M. S., S.J. 


Establish Indian Mission 

The Society of Catholic Medical Missionaries of Wash- 
ington, D. C., are planning the establishment of a mission 
in Patna, India. This will be the third mission conducted by 
the order. 

The Society of Catholic Medical Missionaries is an order 
of religious devoted exclusively to medical work in the 
missions. At present they have two hospitals, schools of 
nursing for Indian students, and two public health centers. 
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to its students, their parents, and to itself. It 

must, as its name implies, train its students in 
the art and science of their profession; and is also 
equally responsible for the training and development 
of their character and the safeguarding of their health. 
This latter responsibility presents itself under five as- 
pects, the spiritual, the moral, the social aspects, and 
under both the mental and the physical health aspects. 
The standing of the school will be judged by the quality 
of work its graduates perform. Professional training 
alone cannot guarantee the best professional practice 
if character and health are lacking. A school of nursing, 
therefore owes it to itself to provide such training; it 
owes it to the parents of the students by virtue of the 
fact that it assumes the burden of providing a home 
for them. In short, the school elects to stand in loco 
parentis. All too frequently schools of nursing are prone 
to consider character development too lightly and to 
take health care too much for granted. To my mind 
that part of the curriculum treating of character de- 
velopment and health care is much more vital to the 
student than professional training, and, therefore, de- 
serves an equal, if not greater consideration than does 
the professional curriculum. 

In Figure 1, I have presented a diagram for the or- 
ganization of a school of nursing. As you will notice, 
it divides the instruction to be given into two classifi- 
cations, professional and nonprofessional. Under extra- 
curricular activities are grouped the character-building 
and health activities which I have discussed briefly 
above. These are subdivided into religious activities, 


A SCHOOL of nursing has a dual responsibility 
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health service, and social activities. In Figure 2, the 
same scheme or organization of the school of nursing, 
is shown in dotted lines. The functions of the health 
care are shown in solid lines with their administrative 
relationships to both the school and in part to the affil- 
iated college or university if such affiliation exists. 
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FIGURE 2. STUDENT-HEALTH SERVICE IN RELATION TO SCHOOL 


Health activities and responsibility have been better 
developed and organized in colleges, universities, and 
professional schools than in schools of nursing. Orig- 
inally, colleges and universities trusted largely to the 
community health facilities to provide for their stu- 
dents’ mental and physical welfare. Experience, how- 
ever, has taught that frequently students do not possess 
the maturity and judgment necessary to utilize such 
community health facilities to their own best advan- 
tage. Or it has been found that the community health 
facilities are not always adequate to achieve the re- 
sults desired. In general, therefore, colleges have found 
it desirable to establish some type of health organiza- 
tion to discharge successfully their obligation in this 
regard to themselves, to the students, and to their 
parents. Such health organizations in colleges and uni- 
versities are usually known as student-health services. 


Student-Health Service 
The original idea of the function of the student- 
health service was the care of ill students. As the 
knowledge of hygiene and health has grown, however, 
it has become more and more clear that it is of greater 
value to prevent illness than to treat it. The student- 
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FIGURE 3. ORGANIZATION OF STUDENT-HEALTH SERVICE. 
SCHEME 1. 


health services have been quick to grasp this and at- 
tempt to apply this idea to the care of college and 
university students. The activities of such agencies are 
constantly increasing. Correspondingly, they are con- 
sidering in much greater detail many phases of a stu- 
dent’s life which were in the past either ignored or 
only superficially considered. They now interest them- 
selves not only in past illness, anatomical defects, and 
the current sickness of the student, but also in his 
personality, habits, social environment, the personality 
of parents, the economic status of the family, and 
many other features. In fact, this type of preventive 
medicine must consider all the factors which may have 
influenced the psychological and physical development 
of the student physiologically as well as pathologically 
throughout his entire past life. These organizations are 
constantly on the alert and are engaged in the search 


for the explanation of various factors which may con- — 


tribute to the prevention of illness. They are also at- 
tempting to diffuse this knowledge of health among 
their students, so that they (the students) may be 
better prepared to care for their own health and later 
for the health of their families. We thus find that the 
principal conception of the student-health idea includes 
not only the care of actual illness but also health edu- 
cation and health research. 

“The average practitioner of medicine has been slow 
to accept the health idea and has been rather reluctant 
to put it into practice to its fullest extent.’ It is the 
average practicing physician on whom the schools of 
nursing have depended in the past for the care of their 
student nurses. There would seem to be some dissatis- 
faction in schools of nursing with the type of health 
~ 3Hfealth Examinations of Student Nurses,” E. Lee Shrader, M.D., Hosprrar 


Procress, March, 1932. 
Ibid. 
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care obtained in this older manner. This is manifested 
in the continually increasing demands for more fre- 
quent physical examinations. It has been shown that 
50 per cent of the illness of a student nurse is due to 
acute respiratory and acute gastro-intestinal condi- 
tions.? Therefore, I do not believe that the frequency 
of the ordinary routine physical examination will 
lessen the incidence of acute illness, but I do feel that 
the health idea of prevention of illness can be made 
much more effective. Today I wish to discuss how 
the student health ideal may be applied in schools of 
nursing. 

Any health program in a school of nursing should 
attempt to arouse in the student a consciousness of the 
importance of the care of her own health. The first 
step in this process should be the stimulation of in- 
terest in the general principles of health. The second 
is to encourage her to apply these principles to her 
own life. Parallel with the development of this health 
consciousness there must be inculcated a sense of re- 
sponsibility for the care of one’s own health. These 
two phases of the one problem will, of course, to a 
certain degree, go hand in hand; for an individual can 
assume responsibility better when he possesses ade- 
quate knowledge. Health supervision is too often con- 
strued by administrators to mean health dictatorship 
rather than health education. 
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FIGURE 4. ORGANIZATION OF STUDENT-HEALTH SERVICE. 
SCHEME 2. 

















Coédperation of the Student 


The possession of health consciousness and responsi- 
bility based on general knowledge should afford a suffi- 
cient background for the independent solution of per- 
sonal health problems by the student herself. She must 
be afforded the opportunity and be encouraged to 
utilize voluntarily this new ability. In general, it should 
not be necessary for a student to be ordered to report 
to a physician. If the health program of the school has 
been successful in its objectives the student will desire 
to solve her own health problems by seeking advice from 
the physician without administrative permission, direc- 
tion, or coercion. Nor should the fact be lost sight of 
that a nurse is entitled to the same privileges that all 
lay persons enjoy of privileged communication between 
physician and patient except when such privileges con- 
flict with public health. In her professional training 
she is instructed that these are the fundamental ethics 
of medicine and allied professions. How can she be 
expected to have any respect for them if she is not 
given the same consideration herself? Of course, there 
are times when the “dictator idea” is predominant, 
as, for instance, when an individual’s condition be- 
comes a menace to the health of others. This principle 
is recognized in our police laws governing the quaran- 
tine of contagious diseases. And naturally under cer- 
tain conditions this attitude may be necessary in 
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schools of nursing and the hospitals which they serve. 
But even at such times if the development of the 
nurse’s health consciousness and responsibility have 
been adequate, she will give her utmost voluntary co- 
Operation to such a program. It, therefore, is apparent 
that in any health program, education is the keynote 
of the project. If properly developed it will be a con- 
tribution to character development as well as to proper 
health care. 

A student-health service is the agency by which such 
a health program in its broadest sense is consummated. 
It must teach health, build character, and do research 
as well as treat sickness. Such a service should perform 
eight functions: It should give formal health teaching, 
personal health care, ambulatory medical care, in- 
firmary care, hospital care; it should provide consulta- 
tion service, supervise physical development, and carry 
on research. 

Any formal course in health or personal hygiene 
must as previously indicated provide the student with 
sound basic health principles. It must arouse health 
consciousness, and a sense of health responsibility. It 
must develop the foundation for the general health- 
education program which will teach the student to 
seek advice voluntarily at the proper times and from 
the proper sources. And since the other functions of the 
health service are to continue the health-educational 
process, the course should be given by those who are 








TABLE I. History Blank for Student-Health Examinations 
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Indicate in chart below by check (X) where you live and the nature of your environment: 


lal aL Lala] ese = 


Hotel | | 
Fraternity Bode | ! ae ee 
Do you have « roommate? tis he (she) congenial? 















































VOCATIONAL SOCIAL HISTORY 
Were for the cost of education 
cin - . your college on 





Your own efforts (work)* 





Partly 
Entirely 























‘Indicate kind of work above 


What other vocational training have you had® 
If not why? 








Have you made use of it? 
What positions have you beid in past Gve years’ 
What was the nature and kind of work? 














Did you find the work of any of these positions difficult’ 
Which and why?. 
Have you changed your wort frequantty’ 











PSYCHO-SOCIAL HISTORY ’ 
Are you inctined to be sochaive? 


De you have frequent periods of alternating gloom and 


De ‘Seo friends enaiby'? 




















dr oct ower sm (Fomine asm 









































Cause of Death 








Do you have s room to yourself? 


‘What are your pleasures, recreations, or hobbies” 
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How de you spend your vacations’. _ 





ABOVE: PAGE 1. RIGHT: PAGE 2 
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TABLE I (Continued). History Blank for Student-Health Examinations 















Ip the following iedieate with s check. diseases past or present im your family 



















































Kidney 
High Blood Pressure 
Heart Dwease 
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MEDICAL HISTORY 
If you have ever been ill with any of the following. check and indicate at what age 






































































































Check | Age Cok | Age 
ange 
Tonaillite (sore throat) Diphtherie 2 Sitting 
Chronic Decharge from nose (Chickenpox eis Sywtote Drastol< 
Difficulty in breathing thru nose ‘Rbeumatian Hair 
Attacks of severe abdominal pain Toothache Eye refiexm 
Burning or pain on urination Inftvenes = 
Drecharging ears Preumon ia Gan 
Convulsive semures: Gonorrbea ~ Tongue 
Frequent colds Hay Pever Toone 
Frequent Hoarseness Neurige Ean 
Nervous Breakdown Jaundice Thyroid 
Referee 
Whooping Cough Meme Pp 
Cute Cone Molaria Abdomen ’ 
Tubercukc Asthma — Liver 
Seariet Fever Mum ee ——s- Spiers 
‘Sinus Lafection ‘Syphibs T Stel cael . 
Heart Trouble Peuney 
Appendicitas a URINE —Agpearenee Sp. Gr Alb suger 
e Microscopis 
What surpecal operstions have you hed’ _— ens 
Have you ever had any accidents, broken bones’ If so, whet? ae NPMN E.PNM BPMN wast” 
PAGE 3 PAGE 5 









For what have you been under « physician's care in the past Gve years? 





















Ip past two years bes your weight incressed?_..___or decrensed?___ 






‘What do you consider the cause for this change in weight? a 











__. ow often do you consult your dentist? 

















Hew miany meals a day do you eat? =. _._________De you est between meals? 
De you est reguiarly?__._ womens 
What time (average) do you est Breakfast! = 7 ? a — 








—st home? __ 




















Do you eat sparingly (S) moderately (M) freely (F) of following (Indicate by “S-M-F") 











Doser | Chome | Crm | Ram | Poms | Cocked Vegtahims =| Costa Prat | Pastry 
Sweets | Cereal | Bread | Ment | Salt | Raw Vegetables ‘| Raw Fruit | Baked Beane 


























Do you have a daily movement of the bowels without the aid of cathartics? _ _ 
Have you ever been ruptured’ _ 





. De you wear a trun? 















Menstrual History 
1. Age of onset __ 
2. Regular? 
3. Are you incapacitated for work? 





—years. ls Gow moderate, slight, severe? __ en 
—_————Duration._______days. Interval between periods ___ 
lf so im what way and for how long? 



















How much Tobacco do you use daily” om 
Candy? - ‘ Adcohobea? 



















What exercise do you take in addition to your work” 












How often” ——————————————a —— 
_ lift net what is your complaint? 












State below any sdditional facts not covered by the showe 
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to give the student personal health advice and to at- 
tend her illnesses. 

The corollary to health teaching is the practical ap- 
plication of health principles in our daily living and 
their adjustment to the particular individual. All too 
frequently our knowledge does not find expression in 
our practical everyday lives. A very excellent method 
of forcefully bringing this fact home to the students is 
to make an inventory of their health by a health exam- 
ination. This must detect faulty health habits both 
mental and physical as well as pathological processes 
and offer proper and convincing advice for their cor- 
rection. Student nurses should receive an entrance 
health examination upon their matriculation and as 
often thereafter as the health service deems necessary 
but at least once more during the three-year course. 
This practical application of health teaching I have 
chosen to call “personal health care.” The functions 
of the services should not be confined to the period 
of the health examination alone, but students should 
be encouraged to present their difficulties to the health- 
service physician at any time no matter how trivial 
they may seem. In this way the student’s knowledge 
about her own peculiar mental and physical make-up 
will be very greatly and practically increased. A few 
years ago in discussing health problems, Dr. Winslow* 
stated: “The really important lessons of personal hy- 
giene are personal lessons dealing with a particular 
régime or particular corrections suited to a particular 
individual with a particular constitution and particular 
limitations.” I wish to call attention to Dr. Winslow’s 
repeated and emphatic use of the word particular. For 
no matter how well we may formally teach health 
principles we know that each student is different from 
all others and these principles must be practically ad- 
justed in detail to suit her own mental and physical 
needs. This adjustment to her own peculiarities the 
student must learn for herself or through professional 
aid or by both methods. 


The Treatment of Illness 


The three functions of a health service which I have 
called ambulatory care, infirmary care, and hospital 
care deal with the treatment of illness, for no matter 
how well we teach health principles and give personal 
health advice we will always have some ill students. 
Frequently the illness will not be incapacitating to 
the nurse in the performance of her duties. I am speak- 
ing now of the minor ailments which comprise the 
office practice of the general practitioner. These can 
frequently be cared for by daily visits to the physician 
where treatment can be rendered without loss of time 
or inconvenience to the student. No health service is 
complete that does not maintain regular hours for the 
care of these cases, for proper care in this manner 
prevents the nurse not only losing time from her course 
which she would later have to make up but it saves 
the school of nursing and the hospital the expense of 


%Address, “‘The Physician, the Health Officer, and the Community,” by 
C. E. A. Winslow, Ph.D. 
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hospitalization and thus is a great saving academically 
and economically. 


Infirmary and Hospital Care 


Under the term, infirmary care, I have in mind a 
particular group of conditions. Not infrequently, one 
finds students ill with conditions which may well be 
due to the invasive period of a contagious or infectious 
disease. It is not desirable that such patients should 
be hospitalized in the general hospital, nor is it de- 
sirable that they should be free to associate with other 
students. They merit isolation until the diagnosis has 
been established. A second group is constituted by con- 
ditions more severe than the minor illnesses noted under 
ambulatory care but not usually sufficiently serious to 
warrant hospitalization. Yet such student nurses are 
ill enough to be restricted in their activities. This is 
the type of case which the physician usually cares for 
in his routine practice in the home. A third group in 
this classification are those patients who are convales- 
cing from a severe illness and yet are not sufficiently 
ill to be kept in the hospital. These three types of pa- 
tients may well be taken care of in a small infirmary 
located in a convenient group of rooms in the nurses’ 
home. They should be visited daily by their physician 
and receive a limited amount of nursing care. The care 
of such illnesses in a less strictly supervised unit, the 
infirmary, is usually much more pleasant to the stu- 
dent. For it is possible that she may be able to pursue 
a part of her studies while in such an environment. It 
will be found that it is a great economy to the hospital 
and the school of nursing for it does not utilize expen- 
sive hospital rooms. 

Major illnesses either of a surgical or medical nature 
will necessarily have to be hospitalized, for they will 
require complete nursing care and may of necessity 
need all of the diagnostic facilities which only the hos- 
pital can supply. These cases should be attended by 
the student-health-service personnel aided by special 
consultants when necessary, for a knowledge of these 
illnesses by the student-health-service physician may 
be of inestimable value in the future care of the stu- 
dent in both personal health problems and future 
illnesses. 

At any time the student-health-service physician 
may need the advice of specialists for diagnosis or 
treatment. These consultations may be secured by re- 
questing the advice of physicians on the hospital staff 
in the various specialties. In special situations in small 
hospitals it may also be necessary to call into consulta- 
tion physicians who are not on the hospital staff. 

The seventh function of a health service is the pro- 
motion of physical development. The muscular devel- 
opment attained between the ages of 15 and 20 largely 
determines our adult physique. Athletic sports are ex- 
cellent recreations and when competitive in nature teach 
principles of sportsmanship and fair play. There is also 
a particular reason why muscular development is an 
advantage to the student nurse. Nursing is in part mus- 
cular work and can be best performed only with 
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properly developed muscles. It is, therefore, important 
that the student nurse receive adequate physical train- 
ing in the preliminary period of her training in prep- 
aration for the strain of her first days on the wards. 
The program for muscular development should be 
jointly planned by the health service, the physical 
educator, and the administrator of the school of nurs- 
ing. The personnel and facilities to conduct such a 
program may have to be borrowed from some local 
source such as a high school. If the school of nursing 
is affiliated with an educational institution, physical 
training can easily be arranged with the latter’s phys- 
ical-education department. 


Study of Health Problems 


The eighth and last function of a student-health 
service should be research. Hygiene and preventive 
medicine are still new and growing sciences. There are 
vast unexplored fields in these realms that are await- 
ing investigation. There is no better place for the study 
of health problems in the given age group than a school 
of nursing. For it is here that various factors which usu- 
ally cannot be evaluated are more or less standardized 
and controlled — such factors as diet, and living and 
working conditions. There are three general types of 
problems which can be advantageously investigated: 
those dealing with personal hygiene in general, those 
dealing with special aspects of the nurse’s personal 
hygiene and those of a public health nature such as 
the spread of and protection against contagion. Such 
studies will contribute to and improve the first two 
functions of a health service —health teaching and 
personal health care. 

So far I have confined my discussion to the functions 
of a health service for a school of nursing. These func- 
tions are performed in universities by a variety of or- 
ganization schemes. There are two general types of 
organizations possible for schools of nursing depending 
on the presence or absence of educational affiliation. 
In Figure 3, Scheme 1, is shown the organization for a 
school of nursing affiliated with a university (or col- 
lege) having a student-health service for its own stu- 
dents. Under such conditions it is a simple matter for 
the student-health service of the affiliated institution 
to extend its health program to the school of nursing. 
It is conceivable that the school of nursing and the 
hospital staff could render valuable service to the stu- 
dent-health service in nursing, hospitalization, consul- 
tation, and laboratory service, thus establishing a mu- 
tually helpful scheme of codperation. 

The second type of organization (Figure 4, Scheme 
2) is for a school of nursing without educational affilia- 
tion. In this scheme the hospital staff organization 
should include a committee on student health ap- 
pointed by the chief of staff. The chairman of this com- 
mittee should be the executive director of the health 
service. The consultants shown on the chart are se- 
lected from the various specialties of the hospital staff. 
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Health and Medical Personnel 


In either type of organization there must be per- 
sonnel to actually perform in detail the functions of 
the health service as outlined. I have chosen to call 
this the “health and medical personnel.” The National 
Conference on College Hygiene recommends the fol- 
lowing qualifications for the medical personnel: (1) A 
medical education, (2) administrative ability, (3) 
broad interest in clinical preventive and investigative 
medicine, in institutional problems in general, and his 
own in particular, in local, state, and national health 
problems, and in problems of human social relation- 
ship, (4) an educational point of view, and (5) evi- 
dence of an ability for leadership as shown by experi- 
ence. The National Conference on College Hygiene 
also recognized the necessity for auxiliary perscnnel, 
such as secretaries, nurses, dietitians, technicians, and 
housekeeping personnel. It is at once apparent that all 
such personnel exists in the hospital and could easily 
be utilized to a sufficient degree to satisfy the needs 
of the student-health service. 

The physical equipment needed for the proper op- 
eration of a health service is, first, an office easily avail- 
able to student nurses suitably equipped for consulta- 
tions and routine clinical examinations and treatment ; 
and, second, a small infirmary preferably located in 
the nurses’ home. 

And now a word about the records of the student- 
health service. The usual records which are now used in 
schools of nursing are largely copies from our usual 
hospital clinic records. If we are to accept the “health 
idea,” we must have more knowledge about the indi- 
vidual than the usual record gives us. We will want 
to know more intimately the nurse’s habits of living 
and playing, her psychology, background, and social 
habits. Two and one-half years ago at St. Louis Uni- 
versity we developed a history blank for the health 
examinations of students, including those in the school 
of nursing (Table I). It is made up of four pages of 
history and one page of physical examination, one half 
page for history of previous inoculations against vari- 
ous diseases and three fourths of a page for the sum- 
mary. We thought it was fine at that time, but today 
I very seriously question whether or not we should 
not expand it into a ten-page form. 
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OCTOBER 17-20, 1932, ST. LOUIS, MO. 


Monday Morning, 8 to 10. Registration, 10 to 12:30 
Jefferson Hotel 


Allen B. Kanavel, M.D., Chicago; Professor of Surgery, North- 
western University Medical School, and President, American Col- 
lege of Surgeons, presiding. 

Address of Welcome 
Curtis H. Lohr, M.D., St. Louis; Hospital Commissioner, Depart- 

ment of Public Welfare. 

Greetings from the President-Elect 
J. Bentley Squier, M.D., New York; Professor of Urology, 

Columbia University College of Physicians and Surgeons, and Presi- 

dent-Elect, American College of Surgeons. 

Report of the Fifteenth Annual Hospital Standardization Survey 
and Official Announcement of the 1932 List of Approved 
Hospitals 
Franklin H. Martin, M.D., Chicago; Director General, American 

College of Surgeons. 

The Standardized Hospital as a Medical Education Center for 
the Community Profession 
Allen B. Kanavel, M.D., Chicago. 

Discussion — Horace J. Whitacre, M.D., Tacoma, Washington; 
Consulting Surgeon, Veterans’ Administration Hospital. 

Medical and Hospital Economics 
Daniel Crosby, M.D., Oakland; Attending Surgeon, Fabiola 

Hospital. 

Discussion — Frederic A. Besley, M.D., Waukegan, Illinois; 
Professor of Surgery, Northwestern University Medical School. 
How the Hospital Management and Medical Staff Can Codéper- 

ate in Reducing Mortality Rate of Appendicitis 

John O. Bower, M.D., Philadelphia; Clinical Professor of Surgical 
Research, Temple University School of Medicine. 

Discussion — George David Steward, M.D., New York; Profes- 
sor of Surgery, University and Bellevue Hospital Medical College. 
Oxygen Therapy in Hospitals. Equipment and Management of 

Service 

William Thalhimer, M.D., Chicago; Director of Laboratories, 
Michael Reese Hospital. 

Discussion — George W. Crile, M.D., Cleveland; Director, Cleve- 
land Clinic Foundation. 

General Discussion 

Monday Afternoon, 2 to 5, Jefferson Hotel 

Allen B. Kanavel, M.D., Chicago, presiding. 

Pertinent Problems Affecting Hospitals and Their Solution — 
From a Nation-Wide Survey 
E. Muriel Anscombe, R.N., St. Louis; Superintendent, The 

Jewish Hospital. 

Discussion —W. Hamilton Crawford, Hattiesburg; Superintend- 
ent, South Mississippi Infirmary. 

Economic Conditions as Affecting Canadian Hospitals and How 
These Are Being Met 
Arthur J. Swanson, Toronto; Superintendent, Toronto Western 

Hospital. 

Discussion — Ross Millar, M.D., Ottawa; Director of Medical 
Services, Department of Pensions and National Health, and Vice- 
President American College of Surgeons. 

Coéperation of Hospital Boards and Hospital Executives with 
Medical Staffs in the Diagnosis and Treatment of Cancer 
Burton J. Lee, M.D., New York; Clinical Professor of Surgery, 

Cornell University Medical College. 

Discussion — Bowman C. Crowell, M.D., Chicago; Associate 
Director, American College of Surgeons, and Director of Clinical 
Research. 

Fusing the Triple Viewpoints on Nursing — Doctors’, Nurses’, 
and Hospital Executives’ 

Mary M. Roberts, R.N., New York; Editor, The American Jour- 
nal of Nursing. 

Basic Standards for Schools of Nursing 
Rev. Alphonse M. Schwitalla, S.J., Ph.D., St. Louis; President, 

Catholic Hospital Association, and Dean, St. Louis University 

School of Medicine. 

General Discussion 
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Monday Evening, 8 to 10, Jefferson Hotel 
Presidential Meeting 
A cordial invitation is extended to all the hospital delegates to 
attend. 


Tuesday Morning, 10 to 12:30, Tuttle Memorial Auditorium 
L. H. Burlingham, M.D., St. Louis; Superintendent, Barnes Hos- 
pital, presiding. 
Symposium — Efficiency and Economics as Applied to: 
a) The Clinical Laboratory 
J. J. Moore, M.D., Chicago, Director, National Pathological 
Laboratories. 
b) The X-Ray Department 
Edward H. Skinner, M.D., Kansas City, Mo. 
c) The Physical Therapy Department 
John S. Coulter, M.D., Chicago; Assistant Professor and 
in Charge of Physical Therapy Department, Northwestern 
University Medical School. 
d) The Administration of Anesthesia 
Joseph McNearney, M.D., St. Louis; Chief Anesthetist, 
St. Mary’s Hospital 
e) The Administration of the Food Service 
Eugenia Shrader, St. Louis; Chief Dietitian, Barnes Hos- 
pital. 
f) The Handling of Surgical Dressings and Supplies 
Sister Philomena, St. Louis, Supervisor of Operating Room, 
St. Mary’s Hospital. 
General Discussion ° 
Opened by E. E. King, St. Louis; Superintendent, Missouri 
Baptist Hospital. 
Tuesday Afternoon, 2 to 5, Tuttle Memorial Auditorium 
Round-Table Conference 
Administrative, Professional, Economic, and Social Problems as 
Affecting Hospitals — 
Conducted by R. C. Buerki, M.D., Madison, Superintendent, 
State of Wisconsin General Hospital. 
Topics for Discussion 
Increasing bed occupancy; Greater use of existing hospital facili- 
ties; Staff appointments and dismissals; Significance of hospital 
mortality rates; Improving the quality of staff conferences; Assur- 
ing complete and scientific clinical records; Control and supervision 
of the operating room and of surgery; Differentiation between 
minor and major operations; Assistants at major operations; Pre- 
operative study of patients; Efficiency of sterilizing processes; 
Pathological service for the small rural hospital; Increasing autopsy 
percentage; Reducing hospital expenses; Responsibility for paying 
for free or necessitous patients treated in private or non-tax sup- 
ported hospitals; Basic reasons for discontinuing schools of nursing; 
Making the hospital the community, medical, or health center; 
and other topics submitted by the assembly. 
(For details see special Round-Table Conference Program.) 


Tuesday Evening, 8 to 10, Tuttle Memorial Auditorium 

Joint Meeting for Hospital Trustees, Hospital Executives, and 

Members of Medical Staffs 

Paul H. Fesler, Chicago; Superintendent and Trustee, Wesley 
Memorial Hospital, Presiding. 
Chairman’s Remarks 
Greetings from Hospital Trustees of St. Louis 

Aaron Waldheim, St. Louis; President, Board of Directors, the 
Jewish Hospital. 
Criteria to be Observed in Selecting the Governing Body of a 

Hospital 

C. W. Munger, M.D., Valhalla; Director, Grasslands Hospital. 
Responsibility of the Governing Body in Selecting the Super- 

intendent 

C. G. Parnall, M.D., Rochester, New York, Medical Director, 
Rochester General Hospital. 
Removing Hospitals from the Influence of Politics 

John A. McNamara, Chicago; Executive Editor, The Modern 
Hospital. 

Discussion —E. P. Hogan, M.D., Birmingham; Professor of 
Gynecology and Abdominal Surgery, Graduate School of Medicine 
of the University of Alabama. 
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How Hospital Trustees Can Keep Abreast with the Advances 
in Hospital Administration 
Matthew O. Foley, Chicago; Editorial Director, Hospital Man- 
agement. 
General Discussion 
Opened by Rev. R. D. S. Putney, St. Louis; Superintendent, St. 
Luke’s Hospital. 


Wednesday Morning, 10 to 12:30, Tuttle Memorial Auditorium 

Bert W. Caldwell, M.D., Chicago; Executive Secretary, American 
Hospital Association, presiding. 

Handling of Communicable Diseases in Connection with a 

General Hospital 

Henry Rowland, Toronto; Superintendent, Riverdale Isolation 
Hospital. 

Discussion — Walter C. D. Kirchner, M.D., St. Louis; Medical 
Director, St. Louis City Hospital No. 1. 

The Individual Doctor’s Responsibility for Clinical Records 

Walter F. Cole, M.D., Greensboro, North Carolina; Chief, Ortho- 
pedic Department, Sternberger Children’s, Richardson Memorial, 
and St. Leo’s Hospitals. 

Discussion — Dewell Gann, Jr., M.D., Little Rock; Professor of 
Clinical Gynecology, University of Arkansas Medical Department. 
The Value and Scope of Medical Social Service Work in the 

Hospital 

Grace Beals Ferguson, St. Louis; Assistant Professor of Medical 
Social Work, Washington University. 

Discussion — Robert E. Neff, Iowa City; Administrator, State 
of Iowa University Hospitals. 

How the Medical Social Worker Can Assist in the Present 

Economic Situation 

Ruth Lewis, St. Louis; Associate Director of Social Service, 
Washington University Clinics and Allied Hospitals. 

Discussion — Beryl! B. Anscombe, R.N., Kansas City, Mo.; 
Superintendent, Menorah Hospital. 

The RGle of the Social Worker in the Diagnosis and Treatment 
of Cancer 

Eleanor Cockerill, St. Louis; Social Worker, Barnard Free Skin 
and Cancer Hospital. 

Discussion — Frank L. Rector, M.D., Evanston, Ill.; Field Rep- 
resentative, American Society for the Control of Cancer. 

General Discussion 

Opened by B. A. Wilkes, M.D., Cape Girardeau; Superintendent, 
Southeast Missouri Hospital. 

Wednesday Afternoon, 2:00 to 5:00, Tuttle Memorial Auditorium 
Round-Table Conference 

Administrative, Professional, Economic, and Social Problems as 
Affecting Hospitals— 

Conducted by Robert Jolly, Houston; Superintendent, Memo- 
rial Hospital. 

Topics for Discussion 

Reorganization of boards of trustees for economic reasons; De- 
veloping new sources of income for the hospital; Extraordinary 
sources of revenue for hospitals; Reduction or readjustment of 
hospital rates in relation to bed occupancy and increased revenue; 
Hospital collections; Paying hospital bills by installments or dis- 


countable notes; Encouraging hospital mergers; Extending the- 


services of hospitals for acute diseases to other types of patients; 
Caring for the patient of moderate means; Group hospitalization ; 
Legitimate use of endowment funds; Hospital charges for city, 
county, and industrial patients; Nursing service and economics; 
Reducing unemployment among graduate nurses; Estimating busi- 
ness efficiency of the hospitals; Organizing and conducting health 
forums in hospitals; And other topics submitted by the assembly. 

(For details see special Round-Table Conference Program). 
Wednesday Evening, 8 to 10, Gymnasium, St. Louis University 
Community Health Meeting 

A cordial invitation is extended to all the hospital delegates to 
attend. 

Thursday Morning, 9 to 12, The Jewish Hospital 

Round-Table Conference and Demonstrations 

Conducted by Robert Jolly, Houston, Superintendent, Memorial 
Hospital, Malcolm T. MacEachern, M.D., Chicago, Associate. Di- 
rector, American College of Surgeons and Director of Hospital 
Activities; assisted by E. Muriel Anscombe, R.N., Superintendent, 
and Heads of Departments. 
Discussion and Demonstration of Preparedness for Emergencies 

in Hospitals 

Accidents; Shock; Hemorrhage; Asphyxia; Convulsions; Dia- 
betic Coma; Intravenous; Blood Transfusion; Oxygen Administra- 
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tion; Poison Antidotes, and other features showing what a hospital 

should always have ready and available in case of any kind of 

emergency. 

Jerome Simon, M.D., St. Louis; Resident, St. Louis City Hos- 

pital No. 1; Clara Coleman, R.N., St. Louis, Superintendent of 

Nurses, St. Louis City Hospital No. 1. 

Discussion of Operating-Room Management with Demonstration 
of Detailed Procedure in Handling Major Operations 
Authority and responsibility of supervisor; Sterilization of 

surgical dressings, instruments, utensils, and supplies; Scrub-up 

technique; Preanesthetic examination; Preoperative preparation; 

Anesthesia; Records. 

Max Myer, M.D., St. Louis; Director of Surgery, The Jewish 

Hospital; Marie Dowler, R.N., St. Louis, Surgical Supervisor, 

The Jewish Hospital. 

Discussion of Food Service with Demonstration of Various 
Types of Tray Set-ups, General and Special or Therapeutic 
Diets 
Supervision; Arrangement of personnel; Labor-saving devices; 

Serving meals; Economics; Costs. 

Llewellyn Sale, M.D., St. Louis, President, Medical Staff, The 
Jewish Hospital; Bethel Curry, B.S., St. Louis, Head Dietitian, 
The Jewish Hospital. 

Discussion and Demonstration of Handling Supplies 
Purchasing; Receiving; Storing; Distribution; Exchange; Econ- 

omies; Costs. 

Florence King, St. Louis; The Jewish Hospital. 

Staff Education with Demonstration of Nurses’ Conferences 
Purpose; Time; Place; Procedure; Problems discussed; Benefits. 
Edna E. Peterson, R.N., St. Louis; Principal, School of Nursing, 

The Jewish Hospital. 

Thursday Afternoon, 2 to 5, St. Mary’s Hospital 

Round-Table Conference and Demonstrations 
Conducted by Malcolm T. MacEachern, M.D., Chicago; Robert 

Jolly, Houston; assisted by Mother M. Concordia, Superintendent, 

and Heads of Departments. 

Discussion of Organization of the Hospital with Exhibition of 
Organization Charts 
The relations between a school of medicine and a hospital with 

reference to staff members, intern and nurses’ education, medical 

and nursing service, and financial responsibility as illustrated St. 

Mary’s Hospital with relation to St. Louis University. 

Rev. Alphonse M. Schwitalla, S.J., Ph.D., St. Louis; Dean of 
the School of Medicine and Chairman of the St. Louis University 
Hospital Board. 

Discussion of Admission of Patients with Demonstration of 
Complete Procedure 
The problem of the integration of a free and part-pay out- 

patient department into the organization of a hospital for the 

patient of moderate means with special reference to the social and 
financial stratification of the in- and out-patient department: 
a) The medical aspects of the problem 
Goronwy O. Broun, M.D., St. Louis, Director of Resident 
Staff, University Hospital; 

b) Irene Morris, St. Louis; Supervisor of Medical Social Service, 
University Hospital. 

Discussion of Nursing Administration and Nursing Service 
The organization of a university school of nursing with reference 

to nursing service in the hospital; educational and service super- 

vision; consequent modifications of nursing, and other service 
personnel. 

Sister M. Henrietta, R.N., A.M., St. Louis; Superintendent of 
Nurses and Associate Director, School of Nursing, St. Mary’s 
Hospital. 

Discussion of Problems Associated with Clinical Records and 
Demonstration of Complete Record System 
The organization of clinical records with reference to their teach- 

ing value; nomenclature of diseases; record forms. 

E. Lee Shrader, M.D., St. Louis; Director, St. Louis University 
Student Health Service. . 
Discussion of the Organization and Management of the Pediatric 

Division with Demonstration of Certain Procedures 

The administrative, medical, and nursing organization of a 
pediatric division in a semiclosed hospital; standards in consulta- 
tion; integration of special service into the general departmental 
organization of the hospital. 

Julius A. Rossen, M.D., St. Louis; Physician in Charge, Pediatric 
Division, St. Mary’s Hospital. 
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NEW ENGLAND CONVENTION OF C.H.A. 

The New England Conference of the Catholic Hospital 
Association held a three-day meeting, starting August 30, at 
St. Joseph’s Hospital, Providence, R. I. The convention, the 
tenth annual gathering, but the first to be conducted in Rhode 
Island, was attended by more than 100 Nuns from the 29 
medical institutions of the diocese in that section of the coun- 
try. Problems concerning hospital work and administration 
were discussed by prominent speakers at the five general 
sessions. 

The meetings were held in the auditorium of the school of 
nursing. Mass and Benediction were offered daily in the hospi- 
tal chapel, and under the direction of Sister M. Flamina, super- 
intendent of the hospital, arrangements were made for the 
accommodation and entertainment of the Sisters of the various 
nursing orders during their stay in Providence. 

At the opening session, on Tuesday, August 30, an address 
and Blessing was given by Most Rev. Wm. A. Hickey, D.D., 
bishop of Providence; and greetings were extended from St. 
Joseph’s Hospital by Sister M. Flamina. The report of the 
secretary-treasurer was made by Sister M. Evrard, St. Jos- 
eph’s Hospital; the President’s Address was given by Sister 
Mary of the Sacred Heart, St. Mary’s Hospital, Waterbury, 
Conn.; address by Mother Mary Providence, Providence 
Motherhouse, Holyoke, Mass.; “Present Economic Problems 
Affecting Our Hospitals,” Sister Campeau, Notre Dame De 
Lourdes Hospital, Manchester, N. H.; “What Are We Doing 
to Increase our Collection Efficiency?” Sister Elizabeth Mary, 
St. Francis Hospital, Hartford, Conn.; “Large Problems in a 
Small Hospital,” Sister Larivee, Notre Dame Hospital, Man- 
chester; Discussions, recommendations, and a business meeting 
concluded the program for the day. 

On Wednesday, August 31, hospital clinics were held from 
8 to 10 am. Dietary Service was discussed by Sister M. 
Cephas, Mercy Hospital, Springfield, Mass., and an address 
on “The Management of a Physiotherapy Department in a 
General Hospital,” was delivered by Sister M. Benedict, St. 
Luke’s Hospital, Pittsfield, Mass. There were also discussions, 
recommendations, and a business meeting. In the afternoon, 
the delegates visited the Rhode Island Hospital and the 
Charles V. Chapin Hospital. 

The program for Thursday, September 1, was opened with 
an address entitled “The General Policies of a Catholic Hos- 
pital,” by Mother Providence of St. Luke’s, Pittsfield, fol- 
lowed by a talk on “The Relation of the School of Nursing to 
the Hospital,” by Sister Clare, of the Madigan Hospital, 
Houlton, Me., “How to Correlate Classroom Theory with 
Ward Practice,” by Sister Camilla, St. Vincent’s Hospital, 
Worcester, Mass., concluding with discussions, report of nom- 
inating committee, and the election of officers. 


A Tribute to Mother Alphonsa 


In his new book for the general reader, entitled Cancer: 
What Everyone Should Know About It (Knopf), Dr. James 
A. Tobey devotes several pages to the altruistic endeavors of 
the late Mother Alphonsa Lathrop, who founded the order 
of the Servants for the Relief of Incurable Cancer and estab- 
lished the first cancer homes, St. Rose’s in New York City 
and Rosary Hill at Hawthorne, New York. 

Mrs. Rose Hawthorne Lathrop, younger daughter of 
Nathaniel Hawthorne, began her activities in behalf of can- 
cer sufferers in 1894, about a year after her conversion to the 
Catholic Faith. “For the next thirty-two years,” writes Dr. 
Tobey, “Mrs. Lathrop dedicated her life to sacrifice for 
others, personally caring for destitute cancer patients, caring 
for them gently and with a noble spirit of self-immolation 
that reminds one of the saintly deaconesses of past centuries. 
Through her vajiant efforts and those of the helpers she en- 
listed in her altruistic cause, several thousand incurable can- 
cer patients-have been nursed, with a tender and solicitous 
care, which has lightened the burden of these afflicted ones.” 
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Dr. Tobey also refers to the biography of Mother Alphonsa 
written by Dr. James J. Walsh and states that this entire nar- 
rative is worthy of perusal by everyone interested in the so- 
ciological aspects of the cancer problem. Dr. Tobey’s book is 
said to be the first comprehensive American treatise on can- 
cer written especially for the intelligent lay reader. In the 
course of a brilliant introduction, Dr. Joseph Colt Blood- 
good expresses the hope that it will be widely read. 

Hospital Heavily Burdened 


In spite of the financial burdens placed on St. Bernard’s 
Hospital, Jonesboro, Ark., due to the depression, there has 
been no cutting down in the number of cases received. Most 
of the patients have been unable to pay for treatment, but all 
have received the same care as the most affluent person, 
reports Mr. C. E. Byrne, a city official, who recently visited 
the institution. Mr. Byrne also said that many farmers, most 
of them without money, in an effort to pay for the treatment 
they receive, have been bringing the Sisters corn, vegetables, 
and other farm produce. More than 50 per cent of the patients 
received at the hospital are charity cases. 

Airplane for Mission 


The Prefecture Apostolic of Garip, South Africa, was 
recently presented with an airplane by the Catholics of Switz- 


.erland. The plane will prove invaluable in transporting the 


sick from the wilds of the interior to centers of civilization, 
where they may receive adequate medical treatment, as well 
as conveying the missionary to his scattered flock. 
Nurses’ Library Progressing 

St. Joseph Hospital School of Nursing, Sioux City, Iowa, 
recently received a complete encyclopedia, consisting of eigh- 
teen volumes, from Dr. E. W. Meis, a member of the staff 
of the institution. Through the kindness of friends, the hos- 
pital has been fortunate in securing 100 new volumes for the 
nurses’ library during the past year. 
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